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SOCIETY 


that I acknowledge the honor done me by 

your great kindness in electing me to oc- 

cupy the position of President of this 
Society. It is especially gratifying to me to 
feel that I hold the position once honored by 
my great revered teachers — Sims, Emmet, 
Thomas and Peaslee — to whom especially I 
owe the inspiration of my professional life; not 
these alone but the other great names whose 
memory we cherish and whose deeds have 
made the Society famous. 

It is proper at this point that I should refer 
to the loss we have sustained in the death of 
our distinguished friend and fellow member, 
Fernand Henrotin. It is but a few short 
months since he was with us in full vigor of 
mind and body. He was of that type of open- 
hearted manhood, combining many engaving 
personal qualities, which made him pre-emi- 
nently popular, and as beloved as he was eminent. 
Our acquiescence in the just order of Providence 
alone tempers the solemnity and sorrow with 
which we regard his departure from life. But 
I must leave to another the duty of portraying 
his life and career in suitable memorial. 

It appears to me as not unseemly that I 
should just here allude to a matter that is 
of great importance to the well-being of the 
Society. I would especially call your attention 
to the necessity of full attendance at our meet- 


|: is with a feeling of profound gratitude 





ings. The papers read before this Society are, 
presumably, prepared with the greatest care, 
and express the mature convictions and best 
thoughts of the authors. Although the mem- 
bers come to the meetings for pleasure and pro 
fit, it is often at great personal sacrifice and 
because of a duty they owe to the Society and 
to each other. Every man feels, when he reads 
his paper, that it would be a most agreeable 
pleasure and encouragement to have a full 
attendance. Indeed, is it not a respect we owe 
to each other? It is earnestly hoped that each 
one of us will take this home to himself and 
follow the precepts of the golden rule. 

I will now take up the subject matter of the 
address which the office of president of the 
Society calls for, which is, “‘The Prophylaxis 
of Venereal Disease from the Standpoint of the 
Gynecologist.” 

You are all aware that there is a movement on 
foot throughout the civilized world for the sup- 
pression of the “Social Evil.’ In making 
choice of a theme upon which to address this 
Society, I was influenced by no expectation of 
being able to add new thought to the discussion 
of this question, but by a desire to stimulate and 
help to keep alive our interest in it. Surely it 
is one in which men of our branch of practice 
must feel a peculiar interest. The position of 
the gynecologist regarding venereal disease is 
one of greater enlightenment than that of 


1 Read before the American Gynecological Society, May 7. 1901: 
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his brother of the general profession, because 
of his greater opportunity for observing it. 
His responsibility is, therefore, proportionately 
greater. From gynecology has come all the 
present day knowledge of the effects of onor- 
rhea in women, and the inspiration for all that 
is known of its lasting effects upon men. It is 
being said of us, however, that we are expend- 
ing all our energies of mind and craftsmanship 
in remedying the evil results of these diseases 
and paying little or no attention to methods for 
their prevention. Whether there is truth in 
this or not, need not particularly concern us. 
The fact is, we are in a world that is astir on 
this question, which is a vital one, and it is in- 
cumbent upon us to keep our Society in the 
forefront in all that tends to the betterment of 
the race. 

Our individuality is clearly defined. We 
are recognized as the representatives of certain 
principles, certain influences, certain tenden- 
cies, certain vital facts. Thus it is that this 


Society stands as one of the great forces to 
which to appeal in such a humanitarian effort. 
Individually every member is deeply interested 
in this movement, and I believe that everyone 
is satisfied that it would be well for this Society, 


as a society, to take some positive stand, to 
make some concerted move, to show that we 
are in hearty sympathy with its aims. 

At the first meeting of this Society, which was 
held in New York in September, 1876, Dr. 
Noegerrath read a paper on “‘Latent Gonor- 
rhea,’”’ which was a supplement to a paper on 
the same subject published by him, in the Ger- 
man language, in 1872. His suggestions were 
so new, and so contrary to the prevailing opin- 
ions of the the time, that they were looked upon 
with distrust, and he goes on to say in his sec- 
ond paper, “I now find, however, the subject 
of latent gonorrhea gradually making its way 
into most of the gynecological handbooks and 
treatises of recent date, both here and abroad.” 
All who knew Dr. Noegerrath admired and 
respected him for his great learning as a physi- 
cian and scientist, and as a conscientious, 
scrupulously careful, observer and investigator. 
He was one of the really erudite men of the 
time. He waited ten years after he first made 
his discovery before he made it known to the 
profession, and not till he was sure of his 
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ground. With all the advance in the physical 
sciences he had not been able to bring forth a 
direct proof of its existence. He had hoped to 
find the solution of the problem in the presence 
of a fungus peculiar to women affected with 
latent gonorrhea. He did not follow it up 
chiefly because he discovered the same fungus 
in discharges from very young children. I think 
most gynecologists at the time accepted his 
views as true, though they were not prepared 
to verify them by their own experiences. They 
certainly saw that they explained many things 
that, without them, were mysterious. 

Three years later, in 1879, came the dis- 
covery of the gonococcus by Neisser which 
established beyond the possibility of doubt all 
that Noegerrath had contended for. 

In laying the paper before the Society for 
discussion Dr. Barker, the President, among 
other things, said: ‘‘If these views are true, a 
modification of the paper should be found in 
every. sabbath school library throughout the 
land. This was not said in a flippant or jocose 
spirit, but with deep sincere conviction. It 
showed that what was uppermost in his mind 
was that something should at once be done to 
protect the children of the land, and he in- 
stinctively turned to the teachers of morals 
and religion. 

Thirty years have passed since the reading of 
this paper, and the ideas then promulgated 
have long been accepted as sound gyneco- 
logical doctrine. 

The most notable treatise upon this subject 
is from the pen of Dr. Prince A. Morrow, 
entitled Social Diseases and Marriage. It is so 
well conceived, so full of startling facts, and 
written with such scholarly grace and diction, 
it should be read by everyone who desires to be 
informed upon this subject. 

Of venereal morbidity Dr. Morrow says, 


“Its prevalence escapes recognition and must always 
remain an unknown and unknowable quantity. This 
is due largely to the shameful character of their dis- 
eases, in popular estimation, and their difficult and 
baffling character, as a sanitary problem. Venereal 
diseases are entirely ignored by our sanitary authorities. 

“We know, however, that gonorrhea is the most 
wide-spread and universal of all diseases of the adult 
male population, embracing 75 per cent or more. 
Noegerrath stated that of every 1,000 men married in 
New York 800 have, or have had, gonorrhea, from 
which the great majority of wives have been infected. 
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“While gonorrhea is insusteptible of hereditary trans- 
mission, its influence as a depopulating factor is scarcely 
less pronounced than that of syphilis, from its inhibitory 
influence upon procreation. Neisser contends that 
gonorrhea is a more potent factor in the depopulation of 
countries even than syphilis. He regards gonorrheal 
infection responsible for more than 45 per cent of sterile 
marriages. When the vast number of childless couples 
in this country is considered we can appreciate the 
agency of this one factor alone as a cause of depopula- 
ion, 

“It has been computed that from 20 to 30 per cent of 
blindness in this country is caused by gonorrheal in- 
fection. A large proportion of blindness occurs as a 
result of purulent conjunctivitis in children infected 
at birth. 

“Tt is no exaggeration to state that every year in this 
country thousands of young men carry to the marriage 
bed the germs of disease, destined to wreck the health 
and lives of the wives and children. 

“Tt is not because men are so lacking in conscience or 
sensibility that they perpetrate these crimes against the 
woman they have vowed to love cherish and respect, it 
is largely from ignorance, from false and erroneous 
ideas of the dangerous nature, and far-reaching con- 
sequences of these diseases, and for which the medical 
profession is in some degree responsible.” 


These statements of Dr. Morrow are the re- 
sult of most careful study and painstaking 
investigation, and are accepted by the vast 
majority of the profession as well within the 
truth. They carry with them lessons that are 
terribly emphatic and should be taken to heart 
by everyone. The most harrowing part of this 
revelation is that the greatest sufferers are 
women and children, the victims of a scourge 
they have no hand in creating. 

We know from the statistics gathered from 
other lands besides our own, and from our 
individual experiences in dealing with the 
results of these diseases, how extensive the con- 
sequences are. Man does not escape from the 
serious effects of gonorrhea, but, owing to 
advanced methods of care and treatment, he is 
less likely to feel permanent after-effects. He 
is more susceptible to cure, while in woman, in 
the vast majority of cases, the effects are never 
entirely eliminated. Man usually escapes with 
his life, while many women die, and many are 
ruined for life. It is computed that fully 7o 
per cent, and it is probably greater, of all 
gynecological operations are necessitated by the 
effects of gonorrhea. In a large percentace of 
these cases the uterus and adnexa have to be 
sacrificed. 


147 


No argument is necessary to convince the 
members of this organization of the importance 
of arousing the public to a realization of what 
all this means to race perpetuation. The 
question of low birth-rate has already assumed 
the importance of a national problem. 

The statistics that have been collected do not 
take into account the vast number of untreated 
cases. It is a well-established fact, as Dr. 
Morrow states, that ‘“‘there is no class of 
diseases so serious in their direct and ultimate 
effects upon the health of the individual, which 
are so apt to remain untreated.”’ In _ those 
sections of New York City known as the East 
and West Sides, where the population is the 
densest in the world, where people of all 
nationalities are huddled together like swine, 
and in similar sections of all large cities, here 
it is that these diseases are thriving in their 
most virulent form. With the present hospital 
and dispensary facilities they are practically 
unget-at-able. Here are to be found the great- 
est number of acute and untreated cases. And 
they are being added to every day by the hoards 
of emigrants entering our ports. Someone has 
said, ‘‘Our country seems to be the mecca of 
crooks and everything that is bestial.””. They 
are the sources from which the contagion will 
continue, chiefly, to develop and spread, and 
must, unchecked, nullify most of the work done 
elsewhere. Prompt treatment is what is re- 
quired for such cases. It shortens the period 
of contagious activity, and is one of the most 
powerful allies of prophylaxis. Thousands of 
cases of infection can be traced to one un- 
treated case. . 

There is but one general hospital in the city 
of New York where these diseases are admitted 
in the acute stage —the City Hospital on 
Blackwell’s Island. All others refuse them. 
This apparently is not from a spirit of indiffer- 
ence on the part of the hospital authorities, but 
rather from a policy established on sentiment, 
prejudice, conventionality — call it what you 
will — an unwillingness to admit that they 
receive such diseases to their wards. Yet, 
after the acute stage is past, and operable 
results have been established, they are ad- 
mitted under ambiguous titles. There was 
the same objection, a few years ago, regarding 
cancer cases; but that prejudice was overcome 
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and they all receive operable cases of that 
disease. 

All general hospitals must be persuaded to 
receive the acute cases of this disease and 
greater dispensary facilities must be established. 
It is impossible to describe, or even to imagine, 
the depth of degredation of these densely pop- 
ulated districts, made up as they are of foreign- 
ers of the lowest types, where the sacredness of 
childhood, even, does not count. Rape, incest, 
and sodomy, are of daily occurrence, and the 
acts which others perform in private these 
people often practise in the presence of their 
children. The standards of morality do not 
exist. After all what else could be expected! 
Social conditions are such that there can be no 
such thing as privacy. They are forced, or force 
themselves, to live like the beasts. Imagine, 
if you can, a family of six or eight living in two 
or three rooms, and feeling obliged to take 
boarders besides. And yet this is no exaggera- 
tion. Crimes against children, many of them 
of extreme youth, are of frequent occurrence, 
and the majority of these never reach the ears 
of the Society for the Prevention of Cruelty to 
Children. Dr. Travis Gibb, Examining Physi- 
cian to that Society, reports that out of 800 girls, 


upon whom it was alleged rape had been com- 
mitted, he found 117 cases of venereal disease, 
the ages of the children ranging from 3 to 16 


years. He says, “In spite of this large number 
of cases which have been brought to the atten- 
tion of the Society, I am of the opinion that they 
are but a small proportion of the cases of sexual 
crimes against children, which actually occur 
in our city.” 

Ignorance is the dominant factor in the 
situation, supplemented by prejudice, indiffer- 
ence, and neglect. What are the methods best 
adapted to cure this great public evil? Law 
has ever been man’s recourse against wrong. 
Naturally in such an extremity as this his 
thought first turns in that direction. But law 
is merely the expression of public opinion, and 
it is impossible, in this instance, to procure the 
passage of a law till public sentiment, sufficient 
to demand it, has been aroused. A law, more- 
over, without public backing is ineffectual. 

The profession is now fairly informed regard- 
ing the extent and danger from venereal disease. 
The public, however, is still profoundly igno- 
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rant and, as a rule, regards gonorrhea as 
a trivial affair, easily cured and leaving no 
after-effects. In fact among the working 
classes the ignorance is as dense as it was thirty 
years ago. The reason for this is not far to 
seek. Among all classes there has always 
existed an unpersuadable prejudice against 
speaking of, or recognizing, the existence of 
such diseases. It is a prejudice handed down 
from the distant past, and would seem to be 
quite insurmountable. This prejudice must 
be overcome before it would be possible to en- 
act any law that would help the situation. We 
should be under no illusion in this regard. 

A fairly general conclusion seems to have 
been reached that, at present, legislation would 
be of little avail. There are some who favor 
the regulation of prostitution, as is done in 
France and elsewhere in Europe. But public 
opinion in this country is so positively opposed 
to licensing such practices, that a struggle to 
obtain it would be useless at present, and would 
be a waste of energy that would be better spent 
in other directions. Moreover, the regulation 
of prostitution in France has not been a great 
success and is likely to be abandoned in the 
near future. It has been found that the pros- 
titutes who can be reached by the police number 
are but a small percentage of the total. The 
so-called private, or clandestine, prostitutes out- 
number the public a hundred or more to one. 
Moreover, the men who are spreading the 
disease to a greater extent than the prostitutes, 
cannot be reached at all. 

In the past thirty years innumerable papers 
have been written upon venereal diseases and 
their results, but these papers were read before 
bodies of medical men and then relegated to 
forgetfulness, never reaching the public ear. 
Why so many years were allowed to elapse, after 
the evil effects of gonorrhea were known, before 
any decided move to suppress it was organized, 
is difficult to fathom. It is easier to under- 
stand some things than to explain them. But 
it is useless, however, to seek for causes and 
explanations, except in so far as they may serve 
to prevent future mistakes. It is enough for us 
to realize that a great responsibility rests upon 
the medical profession. Upon it devolves the 
necessity for leadership. The people must be 
enlightened and we must lead the way. The 
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opportunity is a grand one and we should seize 
it with enthusiasm and determination. It is 
not expected that syphilis and gonorrhea can 
be entirely eliminated. That they can be 
checked and held in abeyance, but few doubt. 
It is confidently believed, however, that mar- 
riage can be protected and that blindness from 
gonorrheal infection can be eradicated. Surely 
such a result alone is worth all the effort that 
can be put into it. There is no question of the 
necessity of education. There seems to be no 
one who doubts the importance and urgency 
of it. 

The responsibility, however, of enlightening 
the public does not rest with the medical pro- 
fession alone. We cannot undertake the task 
unaided. It is not a medical or sanitary prob- 
lem merely, as the causes are dependent upon 
social conditions beyond the control of the 
physician. 

By constant study and agitation the best 
methods for reaching the people will be evolved. 
It is considered most important that all medical 
schools should pay the greatest attention to 
instruction in venereal diseases and their con- 
sequences, and some are doing so. The 
student and physician cannot be too often 


reminded of the responsibility that rests upon 
him, not only in the treatment of these diseases, 
but in his prognosis and sanction of marriage. 
Many thousands of young men with a gonor- 
rhea uncured, marry, and with the sanction of 
their physicians, who, perhaps, have not been 
as careful as they should have been in giving 


approval. He must constantly teach the in- 
fected man that he is infectious and thereby 
dangerous. I dwell on these points because of 
their vast importance, not merely to the race 
but to the reputation and influence of the pro- 
fession. 

The work is already being taken up by 
philanthropic institutions. All educational in- 
stitutions, colleges, seminaries, and schools, 
should have in their curricula courses upon 
sexual physiology and hygiene, and the instruc- 
tion should be as much a matter of course as 
that on any function or portion of the body. 
Some already have these courses established, 
and all will doubtless follow suit in the near 
future. Many religious bodies are beginning 
to show awakening interest, which is a 
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most encouraging sign. University settlements, 
church settlements, and so-called neighbor- 
hood settlements, are among the many places 
where lectures and talks can do a vast amount 
of good. There are over 100 social settle- 
ments in New York City. 

The Charity Organization Society of New 
York has found the labor unions for the past 
three years taking a hand in the struggle against 
tuberculosis that must have great effect in that 
great problem. Knowledge of this disease is 
being presented to the unions by short lectures, 
some of them illustrated by stereoptican views. 
Surely what can be done before these unions 
for tuberculosis, it should be possible to do for 
gonorrhea and syphilis. 

The situation as to methods, however, is 
fraught with difficulties and perplexities and 
they hinge chiefly upon the morbid hesitancy to 
talk openly and frankly of sexual matters. 

It is the opinion of those who have given 
most thought to the matter, that by speaking 
frankly and openly, by calling things by their 
right names, the greatest progress can be made. 
Great good has come from publicity and it is 
popular. It is said advantage should be taken 
of it to educate the people in all that relates to 
venereal disease. But the cry has ever been, 
“Such things are unspeakable and should not 
be talked about.” In exposing indecency it is 
not necessary that we ourselves should be in- 
decent. There is a way of telling unwhole- 
some truths, and exposing evils, that are 
unsavory, without being vulgar. Shall we 
shut our eyes to the facts of life or is it better to 
face them? There is no moral gain when a 
euphemistic description, of which every one 
sees the meaning, is employed and explicitness 
omitted. Suggestiveness is more injurious than 
plain statement. Is it not better to tell the 
plain unvarnished facts than to tell the same 
story in paraphrase, that necessarily arouses 
prurient imaginings ? 

Someone has said, “‘ There is a popular in- 
stinct that creates an overwhelming demand for 
the ungarbed truth. May it not be assumed 
that there is a sound moral basis for it?” Con- 
ventionality may have claims, but unquestion- 
ably morality is promoted by publicity. 

For myself I am positively of the conviction 
that we should not play over the surface of the 
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subject, but should get right down to the foun- 
dation of the matter and display it in all its 
ugliness. In this way only can we have any 
hope of making our influence felt, and expect 
to reap any moral advantage. 

The American Society of Sanitary and Moral 
Prophylaxis was started in 1905, with head- 
quarters in New York City, and there are 
similar societies in Chicago and Philadelphia. 

It consists of members of the medical pro- 
fession and of the laity, including women. It 
holds bi-monthly meetings, omitting the months 
of June, July, August, and September. Dr. 
Prince A. Morrow is the president. Its pur- 
pose is defined in the second article of its 
constitution as follows “The object of the 
society is to limit the spread of diseases which 
have their origin in the social evil. It proposes 
to study every means, sanitary, moral, and 
administrative, which promise to be most effec- 
tive for this purpose.” 

The parent society was founded in Paris, in 
1900, by Professor Fournier, and there are now 
similar societies in other countries. These 
societies form the backbone of the movement 
and are to be looked to as sources of informa- 
tion and advice. ‘They are composed of earnest 


philanthropic men and women. 
In France they enjoy some advantages that 


we have not yet been able to secure. In the 
first place, they have several years the start of 
us; these subjects have never been so complete- 
ly tabooed as with us; they are more openly 
discussed. Moreover, they have had the in- 
fluence of the public press almost from the 
start. Now and then a few short sentences 
have been published in one of our daily papers, 
with more moral courage than the rest, com- 
mending the work of the American society. 
Coming events cast their shadows before. Such 
little signs indicate the possibilities of the future. 
When we have created the public opinion 
demanding more information, the newspaper 
press will be quick to respond. They always 
give what the public wants. 

There is already a great awakening in France. 
The people have begun to discuss the subject. 
Their eyes are opening rapidly to an apprecia- 
tion of the dangers of venereal disease. Is it 
to be supposed that the American people are 
less susceptible to the same kind of teaching ? 
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Boards of health are entirely inactive regard- 
ing this question and no arguments will move 
them. They have a vast amount of machinery 
which could be made available for help. Wit- 
ness what they have done, and are doing, for 
the suppression of infectious and contagious 
diseases, such as smallpox, cholera, and tuber- 
culosis. Moreover,.they could be of the great- 
est help in distributing information in the way 
of literature on this subject, tracts, leaflets, etc. 
But in this instance they are not entirely to 
blame. The medical secret prevents the re- 
porting of venereal diseases, though the law 
requires the reporting of infectious diseases. 
The physician can not betray the confidence of 
his patient. The profession could, however, 
as Dr. Morrow has suggested, be required to 
report these diseases with dates, but without 
names, and the Board of Health to tabulate 
and publish them. This would do away with 
all objection on the part of the public, and at 
once be of immense advantage to scientific 
research, and of the greatest help in calculating 
the approximate prevalence of these diseases. 

To overcome indifference and arouse an 
urgent public sentiment in favor of the move- 
ment, there is no more powerful argument than 
the fact that the greatest sufferers from these 
diseases are innocent women and children. 
Constant preaching of this one fact alone will 
gain more supporters for the cause, than all 
others combined. It compels a sympathy that 
must reach the hearts of the most stolid. The 
fact that guilty men and women have to suffer 
for their sins, does not appeal to public sym- 
pathy, and gains hardly more response than 
that “It serves them right.”” When the public 
is made to believe these facts, and realizes the 
significance of them in the fearful martyrdom 
of women, and the blighting of the lives of 
countless numbers of children, then may we 
look for an effective working of this crusade. 

There is a morbid hesitancy on the part of 
mothers and fathers to talk of sexual matters to 
their children. It is either from a want of 
moral courage or fear of doing harm. The 
mother hesitates to talk to her child upon such 
subjects, because she wants to keep the child 
innocent. Innocence and ignorance are not 
synonymous terms. Innocence means freedom 
from moral wrong. There is no fact in life 





CLEVELAND: THE PROPHYLAXIS OF VENEREAL DISEASE 


the knowledge of which can make a good 
woman immoral. 

It is claimed by every one who is giving 
thought to the matter, that instruction should 
begin early in the home; that parents should 
strive more to make companions of their chil- 
dren, gain their confidence and always keep in 
close touch with them. It is quite apparent 
that children of all classes, at a very early age, 
recognize the difference in sex, and very early 
acquire a knowledge of its significance. It is 
to a great extent intuitive. But the youthful 
mind is keen and receptive. The thirst for 
knowledge develops very early. Information 
is picked up from chance remarks of their 
elders and added to by the wise ones among 
their companions. The result is that children, 
uninformed by parents or teachers, regarding 
the purposes of the sexual apparatus, grow up 
with erroneous ideas regarding it, the sensual 
predominating. The fundamental facts of the 
physiology and pathology of the generative 
organs are all that the parent needs to know 
in order to bring up the child safely. 

But the father or mother often require as 
much education as the child. The father and 
the mother, generally, know the meaning of the 
moral law, and instinctively a woman knows 
that she must protect her virginity. But what 
does a child of nine or ten know, if unin- 
structed? And yet this is the age when chil- 
dren are picking up wrong information and 
forming perverted ideas regarding the relation 
of the sexes. There is a child lore upon these 
subjects that is very general among school 
children. There is abundance of evidence to 
show that small boys talk to each other on these 
matters and that girls do the same. There are 
children often born of youthful parents, out- 
side the marriage bond, where the generative 
animal instinct alone had brought the two 
voung people together. It was not vicious- 
ness. They knew no better. They had never 
been taught the consequences of the act. Such 
instances are not infrequent. It is clear, there- 
fore, that youthful minds should be guided into 
right channels, at a very early period, whenever 
the receptive moment appears for which the 
parent or teacher should be on the watch. 

The chief sources of prostitution are the 
laboring classes, factories and shops supplying 
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the largest quota. The young women of these 
classes, therefore, need education in sexual 
matters more than all others, if they are to 
protect themselves and preserve their purity. 
All women know intuitively that this is incum- 
bent upon them, but they do not know the 
probable consequences of lapses from virtue. 
Their education, however, cannot be a difficult 
matter. Already they have been lectured to 
by both men and women physicians, and in 
every instance, where the experiment has been 
tried, they have listened with deep interest and 
attention, and have manifested a responsive 
eagerness for all the knowledge that could be 
given them. Lectures and short talks are now 
being given to young women in small groups, in 
some of the social settlements in New York, 
with encouraging success. This method of 
reaching the young women of the working 
classes will undoubtedly be taken up by the 
social settlements in all our large cities. 

The problem of educating young men is a 
more serious and difficult one, because of certain 
fixed and traditional ideas. It is a prevalent 
notion in the minds of young men that sexual 
intercourse is necessary to health, that, if a man 
cannot marry he must get relief in some other 
way; that there is a waste product that he must 
be relieved of in order to retain his health and 
mental vigor. All this is traditional assump- 
tion and not substantiated by facts. There 
are many men who live absolutely continent 
lives and never know a woman in a sexual way, 
till they are married, and yet remain vigorous 
in mind and body. Moreover, it is an estab- 
lished fact that it is not the man, strong in mind 
and body, who finds the indulgence a necessity, 
but the man who has weakened his reproduc- 
tive organs by frequent or excessive exercise of 
them. Not only does he look on it as a neces- 
sity, but claims it as his right, and society does 
not condemn him. This, of course, is not as 
it should be. There is no justice in man’s 
demanding of woman a chastity he will not 
practice himself. There should not be two 
standards of morality, one for man and another 
for woman. Farther than that there are no facts 
to sustain the claim that sexual indulgence is a 
necessity for man any more than it isfor woman. 
We know it is not a necessity for woman. A 
virtuous woman waits till she is married. Man 
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can and should do the same. He must be con- 
vinced of this and that continence is conducive 
to health, as is believed by a majority of the 
medical profession. This is, of course, leaving 
out of consideration the moral aspects of the 
question. The arguments, to be convincing, 
must be based on the ground of physical health 
alone. 

It is feared that little headway will be made 
with young men till they have been set right on 
this point. It may require some practical 
lessons to bring about a revulsion in their 
attitude regarding this phase of the question. 
These lessons must come. I have said earlier 
in this paper that it is believed that marriage 
can be safeguarded. It is entirely in the hands 
of parents and guardians, whether they will or 
not, decide to take a positive stand and demand 
of young men a certificate of freedom from 
venereal disease, signed by a reputable physi- 
cian, before giving consent to marriage. What 
father, who loves his child and regards her 
safety, and knowing these facts, could give her 
to a man who would decline to secure such 
certificate? Any young man conscious of his 
rectitude, will welcome the opportunity to 
prove it. On the other hand one who declines 
to do so, at once condemns himself as unfit for 
This would, of course, 
But it is an 


the marriage relation. 
produce much unhappiness. 
axiom of political economy that what appears as 
the good of the individual must be sacrificed 


for the good of the many. In the end lasting 
good would be accomplished. The knowledge 
among young men, that a certificate of this kind 
will be required, if they desire to marry, will 
keep most of them in the paths of virtue. It 
may at first increase the number of bachelors, 
but in that the race will be the gainer, if, as is 
most likely, the majority of them will be in- 
fectious men. 

To prevent disease will always be the highest 
aim of the profession. To repeat what I have 
said before, the responsibility bears heavily 
upon the medical profession and most heavily 
upon our branch of it. The facts regarding 
the prevalence and results of these diseases are 
better known by us than the general profession. 
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As we look back upon these thirty, or more 
years, and, knowing what we do, the marvel 
of the thing is, why we have not bestirred our- 
selves long before this to start in motion all the 
machinery that can be devised for checking the 
advance of this great peril. But the thing for 
us to do now is to wake up to a realization of 
what is before us, if we remain inactive, and to 
join hands with all the forces now already at 
work, and even to take a position in advance 
of others, if, peradventure, that can be done. 
Individual members of the society have already 
been active in the matter, some have written 
admirable and stirring papers, and some have 
joined the American Society of Sanitary and 
Moral Prophylaxis. The society, however, as 
a unit, has not taken a stand on the question, 
which the times and its exalted position would 
seem to demand. The Society has done great 
work, has become famous, and it is our duty 
to see that it retains its preéminence. This 
cannot be done merely by writing papers on 
special subjects and holding annual meetings. 
It must take an active interest in all philan- 
thropic movements in which the profession is 
embarked, and particularly such as the present 
one. 

Let us arouse ourselves, then, and give aid 
and sympathy to a movement which requires 
all the effort that can be commanded. Let 
every member affiliate with some society already 
started, or take steps to form societies in places 
where they do not now exist. 

Moreover, would it not be well to have a 
standing committee to report each year, to 
arrange for papers in symposium, to invite 
prominent men, such as Dr. Morrow, for in- 
stance, to read papers before us, or in other 
ways to make prominent the vital interest we 
all feel? By so doing we will acquit ourselves 
of any charge of inactivity and at the same 
time have the satisfaction of feeling that we are 
doing our share in helping on the good work. 

We cannot, of course, hope for the realization 
of Sir Thomas Moore’s ideal commonwealth 
in the island of Utopia, but we shall have done 
something to avert the damnation which over- 
took Sodom and Gomorrah. 
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FURTHER EXPERIENCES WITH SCOPOLAMINE-MORPHINE 
OBSTETRICS ' 


THESIA IN 


ANES- 


By FRANKLIN S. NEWELL, Boston, MAssAcHUSETTS 


N a recent paper I reported 41 cases in 
which scopolamine-morphine anesthesia 
had been employed in labor and drew 
the following conclusions: 

1. Definite results are to be expected from 
the use of scopolamine-morphine anesthesia in 
the majority of cases, although its action seems 
to be somewhat uneven and uncertain. 

2. Patients who are not susceptible to its 
effects do not seem to show any serious after- 
effects. 

3. The frequency of operative deliveries 
does not seem to be increased by its use. 

4. The uterus must be more carefully 
guarded after delivery to prevent hemorrhage 
than where the drug is not used, as the in- 
creased relaxation of the uterus, following its 
use, must theoretically lead to the increased 
danger of hemorrhage. 

5. Further experience with the drug is desir- 
able before definite conclusions can be reached. 

Further experience with scopolamine-mor- 
phine in labor has resulted in a modification of 
some of the conclusions drawn at the time of 
the last report, which were based on too small 
a number of cases to give any great weight to 
the observations, and in strengthening other 
conclusions which seemed probable, but needed 
further authority before they could be accepted 
as definitely proved. 

Our experience in the series of cases, 123 in 
number, which forms the basis of this paper, 
and which have been observed in private prac- 
tice, and at the Boston Lying-in Hospital under 
the direct supervision of the House Staff, seems 
to show that certain definite results can be 
counted on when the proper preparation and 
method of administration of the drug are care- 
fully carried out. In the 41 cases reported in 
the original paper, the results were somewhat 
uneven, some patients showing a marked re- 
action to the use of the scopolamine, while in 
other patients the drug apparently had little or 
no effect. At that time there seemed to be 
considerable doubt as to the susceptibility 


of various patients to the drug, and this was 
thought to account for the uncertainty of the 
results obtained. In considering the results 
obtained in the later cases, it seems fair to con- 
clude that the instability of the drug, when in 
solution, was responsible for much of the ap- 
parent uncertainty of its action, rather than 
that the susceptibility of the patients varied to 
the extent which seemed to be shown by the 
results obtained. We have no records to show 
in which of the original cases a fresh solution 
was employed, and in which ones an old solu- 
tion was used, and therefore the question of 
when deterioration of the solution occurs can- 
not be ascertained, but in the light of our more 
recent experience, as reported in this paper, it 
seems fair to assume that some definite change 
does take place in scopolamine in solution, 
whether due to the action of light or some other 
unknown cause. 

In the first series a stock solution of scopola 
mine-morphine was made and it was used as 
long as it lasted, while in the present series the 
following routine was carried out: A solution 
containing ;', gr.of Merck’s scopolamine hydro- 
bromide, and 24 grs. of sulphate of morphia, 
was prepared at least every fourth day — 
oftener if a sufficient number of patients were 
treated to render it necessary. This solution 
was used in the following way: As soon as 
labor became active, practically when contrac- 
tions occurred at 5 minute intervals, an initial 
dose, containing ;}9 gr. of scopolamine and 
i gr. of morphine was given hypodermically. 
This was repeated at the end of from 1 to 2 
hours, unless the patient showed marked re 
action to the initial dose. In case marked 
reaction developed, the dose was not repeated 
until the effects of the drug began to disap- 
pear. In no case was the dose repeated after 
the cervix became two-thirds dilated, it being 
considered best to avoid the possibility of allow- 
ing the action of the drug to continue after 
delivery had taken place. 


The cffect of the drug was definite, the 


? Read before the American Gynecological Society, May 7, 1907. 
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majority of the patients being dull and drowsy, 
or sleeping in the intervals between pains, and 
the following conclusions seem to be definitely 
proved: 

1. The great majority of the patients reacted 
markedly to the dose described, practically the 
only failures being in patients where an old 
solution, 7-8 days old, was used to test its 
value. 

2. The pain of labor was markedly reduced, 
in some cases so much so that the labor was 
called painless by the patient. 

3. The recollection of pain endured was 
almost abolished. 

4. Labor seems to have been definitely 
shortened, as well as made easier. 

5. The necessity for operativeinterference has 
been distinctly reduced in this series of cases, 
as compared with the average number of oper- 
ative deliveries in a similar number of patients 
not so treated. 

6. No tendency to hemorrhage has been 
noted in any of our cases, and only rarely has 
undue relaxation of the uterus been observed. 

7. No bad effects of any sort have been noted 
whether in the heart, respiration, or pulse. 

In other words, we have a distinctly favorable 
effect in the great majority of cases on whom 
the drug has been employed, and no bad effects 
noted. 

1. Of the patients who received one or more 
doses of scopolamine-morphine, 112 out of 123 
reacted favorably to the drug, and, since in 4 of 
those who showed no reaction an old solution 
had been used, to test its efficiency, it seems fair 
to assume that the effect of the drug can be 
definitely counted on except in occasional 
patients. 

2. Of the 123 cases where the effect of the 
anesthetic on the pain suffered during labor was 
carefully charted, we find that 17 patients 
stated that labor was practically painless; 70 
suffered only slight discomfort; 19 dozed dur- 
ing the intervals, but complained of pain, 
although not excessively, when the uterine 
contractions occurred, and may well be in- 
cluded under the patients who experienced 
marked relief. Six patients apparently ex- 
perienced no relief from the pain but slept dur- 
ing the intervals between contractions. Eleven 
of the patients showed no effect. In other words 
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in 112 out of 123 patients, labor was made 
distinctly easier by the use of the drug, and in 
4 of the failures an old solution was employed. 

3. In those patients who reacted markedly 
to the drug, there was, of course, no marked 
recollection of pain suffered, as the perception 
of pain was practically abolished. In those 
patients in whom -the pain was complained of 
during labor, recollection of the pain suffered 
was more or less clouded, except among those 
on whom the drug was reported as having no 
effect. 

4. Labor seems to have been definitely 
shortened in the majority of cases. Since, how- 
ever, we have no means, except the patient’s 
statement, of knowing when labor really began 
it is impossible to tell how much effect on the 
length of labor there really was. In 71 primi- 
pare the average length of labor was 15 hours, 
but, since no patients are admitted to the 
hospital until labor is actually in progress, the 
true length of active labor cannot be ascertained 
and the real effect in shortening labor can best 
be surmised from what happened after the 
patient’s entrance to the hospital. Of 51 
primiparous patients, where dilatation of the 
cervix at entrance to the hospital varied from 
a tip to 2 inches dilatation, in 20 cases the 
baby was born, and in to other cases the cervix 
was fully dilated 4 hours after entrance to the 
hospital, which would seem to show that 
scopolamine-morphine has a marked effect on 
hastening the dilatation of the cervix. 

5. Operative interference was necessary in 
14 cases, 4 patients being operated on for 
obstetric complications, 1 eclampsia, 1 pro- 
lapsed cord, 1 high arrest of a breech with 
contracted pelvis, and 1 high-forceps. In the 
remaining 119 cases, a low-forceps operation 
was performed to times, which is a lower per- 
centage than that at which we ordinarily con- 
sider operative interference advisable. This 
would point to the fact that the pain of the first 
stage of labor was such that the strain of the 
expulsive pains was endured with less reaction 
than in the ordinary patient, and that not being 
exhausted by the pain of the first stage of 
labor, the patients were able to help themselves 
more efficiently in the final stages. 

6. In none of the patients in this series was 
any tendency to postpartum hemorrhage to be 





NEWELL: SCOPOLAMINE-MORPHINE ANESTHESIA IN OBSTETRICS 155 


noted and, rather than an increased amount of 
blood being lost after delivery, there has been 
less than the ordinary amount of blood lost; 
and further, the uterus has acted satisfactorily 
in all cases, no tendency to undue relaxation 
being reported in any case. 

7. No unfavorable symptoms have hap- 
pened in any case, the pulse-rate, heart ac- 
tion, and respiration, have apparently been 
unaffected by the treatment. The vomiting 
which was noted in one or two of the cases 
of the first series has been absolutely absent 
in this. 

To sum up; go per cent of the patients treated 
have reacted well to the anesthetic, and in no 
case were bad results noted. 

There is one interesting fact in regard to 
scopolamine which deserves consideration be- 
cause of the general impression that scopola- 
mine and hyoscine are identical. This may be 
irue from a chemical standpoint, but the effects 
of the two drugs are distinctly different. Be- 
fore the present series was undertaken a series 
of cases was observed in which hyoscine, hydro- 
bromide, and morphine were employed in the 
same dosage as the scopolamine and morphine, 
hut with entirely different results. The effect 
of the morphine, in quieting pain and making 
labor more comfortable, was evident in both 
series but the hyoscine apparently had no action 
in relaxing the uterus and the labors, though less 
painful than labors where no narcotic is used, 
were apparently affected in no other way. Al- 
though hyoscine and scopolamine are supposed 
to be identical they are derived from different 
plants and it is admitted that another alkaloid, 
atroscine, occurs with the scopolamine in vary- 
ing quantities; it may be that the difference of 
effect between the two drugs is dependent on 
this, and that chemically pure scopolamine 
would have no more effect on labor than hyos- 
cine apparently has. 

Since this series of cases was undertaken a 
much more extensive series, 1,000 cases in num- 


ber, has been reported by Gauss. He gives 
certain definite precautions to be followed in 
the administration of scopolamine-morphine 
and claims that if the routine is rigidly followed 
no bad results will be seen. 

1. That the drug must not be given until 
labor pains of a certain frequency and strength 
are present. (In our series we only employed 
the drug when pains were occurring at 5 minute 
intervals or oftener.) 

2. When the pains are irregular and feeble 
the drug should be considered as contra- 
indicated. 

3. The dosage, in his opinion, can be defi- 
nitely gauged by the patient’s powers of per- 
ception and memory of what was going on about 
her, and he tests this from time to time by 
questioning the patient. 

The results are reported as follows: 

The mortality among children has been 
lowered 3 per cent since the method has been 
adopted. There have been practically no bad 
effects noted and bleeding after delivery has 
been markedly reduced over what is considered 
normal, and in no cases has there been excessive 
bleeding. The only disadvantage which he can 
see in this method of anesthesia at present in 
labor, is that the patient requires careful watch 
ing and attention, not so much for the reason 
that any unfortunate effects have been noted, as 
that with any new method no loophole for 
danger should be left. 

Of course it must be admitted that in patients 
physically weakened and unfit the method 
may be of some danger, and apparently most 
of the bad results that have been reported have 
occurred in patients of that class, but from the 
results which I have personally observed, and 
which have been observed by my House officers, 
of the effect of scopolamine-morphine anes- 
thesia, I am convinced that we have an efficient 
means of controlling the pain of labor which is 
practically safe when ordinary precaution is 
taken in its use. 
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PUBIOTOMY IN AMERICA, WITH THE REPORT OF TWO CASES: 
By HENRY D. FRY, M.D., WaAsHrINGcTON, D. C. 


BSTETRIC practice is rapidly de- 
() veloping along surgical lines. The 

induction of abortion and premature 

labor, the immediate repair of lacera- 
tions of the soft parts, forceps, version, 
and embryotomy formerly constituted the 
sum total of obstetric operations. The suc- 
cess which followed the adoption of aseptic 
technique led to the development of abdominal 
work. The classical Cesarian section was 
rehabilitated, Porro’s operation was added 
to the resources of obstetric surgery, and 
myomectomy during pregnancy became jus- 
tifiable in selected cases. Symphysiotomy 
came back to us and for a time claimed enthu- 
siastic supporters. Surgery was resorted to 
in the treatment of puerperal infections, vagi- 
nal incision and drainage, hysterectomy, and 
the removal of diseased appendages. 

The artificial dilatation of the cervix passed 
from the domain of medicine to that of surg- 
ery. The transition was gradual from hot 
douches, tampons, the application of bella- 


donna, etc., to rubber bags, manual, and then 
instrumental dilatation, and finally to vaginal 
Cesarian section 

The last operation has engaged our atten- 
tion during the past few years and at the meet- 
ing of this Society held at Niagara, in 1905, 
it was discussed in connection with the treat- 


ment of the toxemia of pregnancy. Since 
that time it has been growing in favor in this 
country and the number of operators who 
recognize its value is increasing. 

The latest operation to demand our atten- 
tion is the subject of this communication — 
pubiotomy. Symphysiotomy did not retain 
its popularity long. Opposition arose on 
the grounds that it was bad surgery to open 
a joint except under aseptic conditions, and 
the surroundings of a puerperal woman with 
the risk of infecting the wound with the 
lochial discharge, were not considered such. 
Complications were met with at the time of, 
and subsequent to, the operation; convales- 
cence was slow and irksome; and a strong, 


useful joint was not always secured afterward. 
Nevertheless, distinct indications existed for 
tis employment as a secondary operation 
in moderate degrees of pelvic contraction. 
If the opportunity be presented to _per- 
form Cesarian section primarily, the best 
results are obtained and the practice meets 
with favor. The danger of high-forceps 
operation is as great, or greater, to the mother 
than elective Cesarian section, while it is cer- 
tain that many more infants will be saved by 
the latter. I believe advanced obstetric teach- 
ing will take the position that it is obsolete 
practice to attempt to deliver these cases by 
high-forceps or version when the head fails 
to mold or engage after a reasonable dura- 
tion of labor-pains. Engagement of the head 
justifies the tentative application of the 
forceps, aided by placing the woman in the 
Walcher position. Unfortunately the obste- 
trician does not see many of these cases until 
after prolonged and unsuccessful attempts 
have been made to extract with high-forceps. 
The perineum has been lacerated, the vulva 
contused, the woman is exhausted by pro- 
longed labor, and is probably infected already. 

The condition favorable to a successful 
Cesarian section is passed; the infant is still 
alive; and the obstetrician is opposed to cran- 
iotomy under the circumstances. Pubiotomy 
now comes to supplant symphysiotomy, and the 
object of this paper is to discuss the questions: 
Is it free from the objections raised against 
symphysiotomy? and: Are the results ob- 
tained sufficiently good to encourage us to 
employ it in the class of cases indicated ? 
The foreign literature answers both in the 
affirmative. 

I beg leave to report here the following two 
cases of pubiotomy: 

CASE I, was seen in consultation with Drs. Luckett 
and Lewis, Monday night, January 28, 1907. Case 
had been in labor 18 hours. Mrs. W., age 33, para I, 
had been delivered in her previous labor after a diffi- 
cult and prolonged high-forceps operation by Dr. 


Luckett and his father. The infant weighed 83 pounds 
and survived, although the head was badly injured. 


1 Read before the American Gynecological Society, May 7, 1907. 
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This second confinement was expected December 29, 


1906, but she did not begin labor until 3 A. M., January 


28, 1907. The large size of the infant, 10} pounds, 
and advanced stage of ossification of the bones of the 
skull indicated a protracted gestation. Labor-pains 
were strong and the waters escaped at 10 A.M. Dr. 
Luckett failed to deliver with high-forceps and called 
Dr. Lewis in consultation. The axis traction forceps 
was employed and active efforts made because the oper- 
ation had succeeded at the previous confinement. Dr. 
Lewis is a strong, muscular man and thinks he must 
have exerted as much as 200 pounds force. The patient 
was sent to the George Washington University Hospital 
to undergo Cesarian section and Dr. I. S. Stone saw 
her in consultation. He advised symphysiotomy or 
pubiotomy. I was then called in consultation. The 
ietal heart sounds were distinct; os fully dilated; head 
at the brim, with a large caput succedaneum. The 
external conjugate measured 17.5 cm.; the conjugata 
vera 8.5 cm. The catheter was introduced and about 
2 ounces of bloody urine escaped. Czsarian section 
was discarded because of the prolonged efforts that had 
been made to deliver with high-forceps, and because 
the bloody urine indicated an injury to the bladder. 
The minor degree of pelvic contraction, the full dila- 
tation of the os, and the probability that infection had 
already occurred, favored pubiotomy. The patient 
was sent to the operating room and prepared. A long 
ligature carrier, with the curve at right angles to the 
shank, was introduced through a button-hole incision 
at the upper margin of the bone and a little to the left 
of the median line. Guided by the finger in the vagina, 
the carrier hugged the posterior surface of the bone and 
came out underneath on the external surface of the 
labium majus on a level with the clitoris. The Gigli 
saw was attached to the ligature and drawn through. 
The bone was rapidly severed about 1 cm. to the left 
of the joint. Hemorrhage was easily controlled by 
pressure except at the lower opening, where a catgut 
suture checked the bleeding and closed the wound. 
Forceps applied and the infant easily extracted. The 
ends of the bone separated about 5 cm. This was more 
than necessary and due to failure of the assistants to sup- 
port the pelvis laterally during extraction of the head. 
The undue stretching of the soft parts caused a trans- 
verse tear on the left side at the attachment of the 
anterior vaginal wall. This was sutured with catgut and 
healed without trouble. There was some hemorrhage 
irom the uterus after delivery of the placenta but it 
checked promptly after a hot sterile douche and gauze 
tamponade. 

The patient came out of the anesthetic in good con- 
dition and made an excellent recovery. There was 
some rise of temperature for the first week, maximum 
102°, with a disagreeable odor to the lochia. One 
intra-uterine douche was given after removal of the 
tamponade on the second day. The blood in the urine 
disappeared after the delivery. On the tenth day no 
motion was felt with the finger in the vagina when the 
patient was turned on her side. The pelvis was fixed 
with a broad strip of adhesive plaster and an abdominal 
binder, and sand bags were placed at the sides of the 
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pelvis. She returned to her home at the end of 35 weeks 
and sat up in bed after the fourth week. This woman 
was very manageable and bore the discomforts of her 
convalescence with great fortitude. 

Examined April 12, about 10 weeks after the opera- 
tion. Bony union was good. No callus could be felt 
on the anterior or posterior surfaces of the bone or at 
either sacro-iliac articulation. There was a slight 
notch at the lower border and some tenderness on pres- 
sure. She walked without discomfort and had no 
trouble in going upstairs. 

The infant weighed 104 pounds, the anterior fontan- 
elle was almost closed, and the various diameters of 
the head measured from 1 to 2 cm. above normal. A 
few days after birth it developed meningeal symptoms 
and died on the fifth day. On the fourth day Dr. Lewis 
trephined the right parietal bone and gave exit to serous 
fluid without relief. Autopsy revealed 2 fractures of 
the occipital bone and a blood clot at the base of the 
brain. 

Case 2. I was called in consultation by Dr. Roman, 
Sunday morning, March 17, 1907. He had been unable 
to deliver a primpara with high-forceps. When I 
reached the house the patient had been under ether 2 
hours. She was 36 years of age and weighed rgo pounds. 
The perineum was torn and the vulva badly contused. 
The surroundings were not conducive to aseptic work. 
Labor had begun Saturday at 11 A.M. The head was 
at the brim with a large caput succedaneum; position 
transverse, occiput to the left. Flat pelvis— conjugata 
vera 8.5cm. Tentative application with forceps failed. 

The patient was sent to the operating room of the 
Garfield Hospital and immediately prepared for oper 
ation. The method of operating was changed from 
that of the previous case on account of the thickness of 
the superimposed fat. An incision about 3 or 4 cm. 
long was made on the left of the median line, extending 
upward from the top of the pubic bone. The finger was 
pushed down behind the bone and then, with the finger 
in the vagina, the ligature carrier was guided, as before, 
under the bone and to the outside of the labium majus. 
The bone was speedily severed and the infant delivered 
easily with forceps. Separation about 4 cm.; very little 
hemorrhage. The limbs were extended and lateral 
pressure upon the pelvis brought good apposition. 
Retractors inserted in the incision exposed to view the 
ends of the bone. Two chromicized catgut sutures 
were passed through the periosteum and the wound 
closed by silkworm-gut sutures. A broad adhesive 
strap was applied around the pelvis and the patient put 
o bed with sand bags on each side. Owing to the 
thick layer of subcutaneous fat, the adhesive plaster 
and muslin bandage failed to keep the ends of the bone 
approximated. A heavy canvas surcingle about 3 inches 
wide was buckled tightly with two straps around the 
pelvis, the upper edge just below the anterior-superior 
spines. This pelvic girdle was padded on each side to 
relieve pressure and answered the indications admirably. 
In future I shall employ this instead of the adhesive strap. 
The patient was annoyed by gaseous distension of the 
bowels for 1 week although daily evacuations occurred. 
Strychnia was administered by mouth, and 3 times 
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daily she received a hypodermic of eserin salicylate, 
1/40 gr., with nitroglycerin, 1/100 gr., and sulphate 
of magnesia by mouth on alternate days. An occasion- 
al hypodermic of heroin was given to relieve restless- 
ness. Owing to the heavy weight of the patient it was 
difficult to place her upon the bedpan; consequently 
she often passed feces and urine in the bed. She had 
2 or 3 degrees of fever for the first week; then it rose to 
102° and phlebitis of the left leg developed. On the 
tenth day her condition was excellent, and she expressed 
herself as feeling unusually well. She was turned 
carefully on the side in order to clean her and change 
the linen. This was probably a fatal error, as early 
the next morning soon after having been turned again, 
symptoms appeared of heart embolism and she died 
12 hours afterward. 


The infant weighed 9 pounds; it made a few ineffec- 
tual efforts at respiration. The head was badly bruised 
and disfigured by the forceps. 

In the first case, I cannot help thinking that 
if labor had been induced about 2 weeks before 
the expected confinement (December 29) she 
would have given birth to a live baby, either 
without assistance or by an easy forceps deliv- 
ery. Or, if an elective Casarian section had 
been performed at the time of labor, or even 
if the pubiotomy had been done before such 
fruitless and vigorous attempts had been em- 
ployed to deliver with high-forceps, the infant 
could have been saved. 

The same criticisms apply to the second case, 
with the additional thought as to whether 
Cesarian section, or the Porro operation, might 
not have saved her life even in the unfavorable 
condition presented at the time I saw her. It 
would not have prevented the sepsis and phle- 
bitis, but there would not have been the same 
indication to turn her on the side, and this was 
probably the cause of the embolism. 

The Fellows of this Society are familiar with 
the foreign literature of pubiotomy, and my 
object now is to obtain American experience 
and views of its value. 1 have written personal 
letters to a number of prominent obstetricians 
asking their opinions, and I take this oppor- 
tunity to thank them for courteous replies. 

The first pubiotomy performed in this coun- 
try was by Dr. E. B. Montgomery, of Quincy, 
Illinois. Dr. Montgomery operated December 
6, 1903, for persistent mento-posterior position. 
He attempted a symphysiotomy, but failure 
to sever the joint led him to use a small meta- 
carpel saw. He says, “My operation, though 
made in the median line, was evidently an 
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extra-median symphysiotomy.”’ Dr. Whitridge 
Williams has had the largest experience in 
pubiotomy, having performed 7 operations at 
the Johns Hopkins Hospital. 

I have collected in all 20 pubiotomies per- 
formed in America by 11 operators. They are 
distributed geographically as follows: Balti- 
more, 7; New York, 4; Philadelphia, 3; Wash- 
ington, 2; Brooklyn, 1; Quincy, Illinois, 1; 
Montreal, 1; and Cleveland, 1. 

In favor of the operation, I mention Norris, 
De Lee, Marx, Peterson, E. B. Montgomery, 
A. H. Bill, and C. S. Bacon. 


Norris says, “I have done one pubiotomy, which 
favorably impressed me with this operation .. . 
Personally I believe the operation has a field of useful- 
ness and am only waiting to have my enthusiasm les- 
sened by reports of disasters which probably will come 
sooner or later.” 

CRANDIN: “It appeals to me, however, as prefer- 
able to symphysiotomy.”’ 

REYNOLDs would always prefer Czsarian section as 
a primary operation, but he believes ‘“‘there is a small 
field for one or the other of these operations (symphy- 
siotomy or pubiotomy),”’ that is, ‘‘ in the neglected or 
septic cases in which forceps fail but are thought likely 
to succeed after one of these operations.” 

Marx says, “In the few selected cases pubiotomy 
is a very valuable measure, easy of performance and 
reasonably safe. My two cases should not be used 
against the utility of the operation.” 

Peterson: “Theoretically it strikes me that this 
operation is far better than symphysiotomy. A good 
cut through the bone is better than through the symphy- 
sis . . . . I shall certainly try the operation if I have 
occasion.” 

Bacon: “I have not made a pubiotomy although 
I have studied the operation on the cadaver rather care- 
fully, and am not quite satisfied as to its superiority to 
symphysiotomy. The latter operation as described by 
M. L. Harris in the American Journal of Obstetrics, 1894, 
is I believe quite as safe as either the subcutaneous or 
open operations of pubiotomy. The question then re- 
mains which has the better convalescence and which 
leaves the patient in the better condition after recovery. 
It is probably too early to reach a decision but the advan- 
tage seems to be slightly on the side of pubiotomy. 
Hence I have decided to adopt the operation in the 
future.” 


Not in favor of pubiotomy are, Cragin, 
Davis, Hirst, F. S. Newell, Gustav Zinke, 
Dorland, Jarman, Lapthorn Smith, Jewett, and 
Gustav Seeligman. 

CRAGIN says,“‘Somehow it does not appeal to me.” 

Davis: “Reports on cases of pubiotomy have not 


impressed me sufficiently favorably to lead me to adopt 
ge 
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Hirst: “I have performed pubiotomy twice this 
winter, but like it little better, if any, than symphysi- 
otomy which I gave up seven or eight years ago. Ina 
perfectly favorable case the operation works very well, 
but there are so many opportunities for embarrassment 
and complicated convalescence, that I think it infinitely 
inferior to Cesarian section. As in the case of symphys- 
iotomy, it requires numerous assistants to do the oper- 
ation properly and the care of the patient afterward is 
most trying.” 

SEELIGMAN: “It is unsurgical and I feel that as soon 
as a large number of cases will have been reported, 
statistics will show a not inconsiderable mortality. 
Personally I shall in future hesitate very much before 
I do pubiotomy and ten times rather do a Cesarian. 
When I have to deal with an infected case, where others 
have half killed the baby, I shall perforate.” 


Of these not in favor of pubiotomy, three 
have performed the operation — Hirst, Jewett, 
and Seeligman— while the others object on 
theoretical grounds, or are satisfied with 
symphysiotomy. Zinke disapproves of both 
operations. Speaking of pubiotomy he says, 
“The operation has not appealed to me at 
any time as a proper substitute for symphys- 
iotomy, and I regret to add (although I 
have preformed this operation successfully, 
saving both mother and child), I cannot 
speak of it very enthusiastically. It is the 
only symphysiotomy I have ever performed 
....I obtained perfect union and the 
patient has not the least inconvenience from 
it in walking or in any other way. In fact, 
she does not know that the joint was ever 
divided. But the care the case required after 
operation to secure a good result, I cannot 
now take the time to describe. All I can say 
to you is, that I will not perform the operation 
again because of the enormous care necessary 
to obtain good union, to say nothing of the 
many failures that have been reported in the 
past.” 

Newell, Edgar, Jewett, Davis, and Jarman, 
think symphysiotomy gives as good results 
as pubiotomy. 

Jewett thinks symphysiotomy is easier to 
perform than pubiotomy. He says he has 
performed symphysiotomy “eight times and 
my associates at the college have together had 
about as many more. The joint in all cases, 
I think, became solid and no ill results of any 
moment remained so far as I know, certainly 
in none of my own cases.’’ Jarman says, 


“My cases of symphysiotomy have been so 
successful that I have seen no reason to 
modify the operation.”’ 

The following operators also report satis- 
factory results from symphysiotomy: Davis, 
8 cases; Edgar, 6; Newell writes, ‘the end- 
results in the three symphysiotomies which I 
saw done, as far as the pelvis went at least, 
were perfectly satisfactory, and I do not be- 
lieve that pubiotomy would have improved 
them.” 

Personally, I have performed symphysiot- 
omy 4 times and all were satisfactory. From 
my limited experience, however, with the two 
operations, I would say that pubiotomy is 
even easier to perform than symphysiotomy. 
There is less danger of wounding the urethra 
and bladder; the wounds are removed from 
the danger of infection from the lochia; hem- 
orrhage at the time of the operation was less, 
and convalescence may be a little shorter, 
but it is tedious and demands much attention. 


SUMMARY 

Twelve of the pubiotomies were primary 
and 8 secondary. The maternal mortality 
was 4 deaths or 20 per cent of all the cases. 
In the primary operations there was no death: 
the 4 deaths give a mortality of 50 per cent for 
the secondary operations. The fatal results 
are not directly attributable to the operation, 
but to prolonged labor and infection caused 
by fruitless efforts to deliver by high-forceps 
before pubiotomy was resorted to. One 
mother died of shock on the second day (See- 
ligman); 1 from sepsis on the fifth day (Marx); 
1 from heart embolism on the eleventh day 
the result of septic phlebitis of the left leg 
(Fry); and 1 from pulmonary embolism 42 
days after the operation. This was Hirst’s 
second case and the patient suffered from a 
bad laceration of the anterior vagina! wall 
and compound fracture of the symphysis 
with a discharging sinus. Eight of the in- 
fants, 40 per cent, died during the first week. 
There was 1 death in the primary cases, 84 
per cent. This was reported by Williams, 
and he says “It is hard to account for its 
death unless it can be attributed to the ex- 
ceedingly poor way in which the mother took 
chloroform.”’ Head injuries by the forceps 
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FRY: PUBIOTOMY IN 
caused 4 deaths. Seeligman says in his sec- 
ond case there was a hematoma on the left 
side of the neck, and an injury to the right 
frontal bone, which went into the brain sub- 
stance. The infant in Jewett’s case died in 
convulsions on the seventh day. In my first 
case, the infant died on the fifth day from 
meningeal symptoms. Autopsy showed frac- 
ture of the occipital bone in 2 places and a 
blood clot at the base of the brain. In my 
second case the infant died immediately after 
birth and the head and sides of the neck were 
badly bruised. Montgomery says the infant, 
in his case, was delivered alive but so cyan- 
otic and exhausted that despite efforts at resus- 
citation it survived but 30 minutes. The 
remaining 2 deaths were attributed to 
‘prolonged labor (Marx)” and “inspiration 
pneumonia (Hirst).”’ 


COMPLICATIONS DURING THE OPERATION 

Schmidt broke one Gigli saw. Marx 
attempted a second pubiotomy and broke 3 
saws; then completed the case by craniotomy. 
Jewett says it is difficult to prevent this acci- 
dent as the saw often sticks. Marx thinks it 
was his own fault, “for” he says “instead of 
sawing straight up and down, I did it in a 
semicircular fashion.’”’ In my own cases, the 
bones were easily and quickly sawed. The 
saw should be moved up and down with a 
steady movement and not in jerks, and it 
ought to be worked at an obtuse angle of 120 
to 150 degrees. In a few cases there was 
little hemorrhage during the operations, but 
most of the operators describe it as “sharp,” 
“‘profuse”’ or ‘‘considerable.”’ It comes from 
the plexus of veins below the pubic bones and 
from the crus clitoridis. As a rule, the bleed- 
ing was readily controlled by pressure. See- 
ligman was compelled to apply deep ligatures. 
In one of my cases there was little bleeding 
and no effort was necessary to control it; in 
the other there was a sharp hemorrhage from 
a superficial vessel which was _ controlled 
by one suture that also closed the lower open- 
ing. Laceration of the anterior vaginal wall 
is mentioned in 7 cases (Jewett, Schmitt, 
Seeligman, Williams, Hirst, 2, and Fry). In 
Jewett’s, Seeligman’s, and Williams’ cases the 
lacerations opened into the incisions. See- 
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ligman says, “in spite of the utmost care in 
extracting the head, the bridge of tissue be- 
tween the vagina and canal made by the Gigli 
saw gave way and on inspection I found that 
the vagina was entirely torn off on the left 
side and anteriorly.” In one of Williams’ 
cases, he reports, “The child was very large 
and in extraction the anterior vaginal wall 
tore through, making a large gaping wound in 
which both ends of the pubic bone could be 
seen, and from this wound hemorrhage was 
profuse.”’ The child weighed over 8 pounds 
and the separation of the ends of the pubic 
bone was 6 to 7 cm. In my first case there 
was a transverse tear of the anterior vaginal 
wall on the right side. It was due, as Jewett 
observed in his case, to the inexperience of 
the assistants allowing the bone to separate 
too far. All of these cases of lacerations of 
the anterior vaginal wall were repaired at the 
time of operation and healed without com- 
plication. In one of Hirst’s cases there was 
a submucous tear in the sulci and in the other 
a very bad laceration of the anterior vaginal 
wall with an infected compound fracture of 
the symphysis. 

In none of the cases was any difficulty en- 
countered in extracting the child after sawing 
through the bone. Schmitt’s case and both 
of Seeligman’s were allowed to continue in 
labor from 13 to 2} hours after separation 
of the divided bone before application of the 
forceps. The average distance of separation 
of the bones was about 4cm. It varied from 
2.5 cm. to 6 or 7 cm. Williams had to ex- 
tract the placenta manually in one case. In 
one of his cases and one of mine, there 
was postpartum hemorrhage which required 
intra-uterine tamponade. 


COMPLICATIONS DURING PUERPERIUM 

Fever. There was some rise of temperature 
in all of the cases, primary as well as secondary 
operations. The minimum was 9g9.8° and 
maximum 102.4°. The duration of febrile 
elevation varied from a few days to 2 weeks. 
Septic phlebitis of the lower extremities was 
reported in 5 patients (Jewett, Marx, Fry, and 
two of Williams’). It involved the femoral 


veins of both legs in Jewett’s and Marx’ cases, 
and affected the calf of the leg in mine and 
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Williams’. Hematoma and edema oj the vulva 
on the left side occurred 5 times. 

There was no reported injury to the bladder 
‘or urethra. Schmitt’s patient was unable to 
urinate and had to be catheterized 4 weeks. 
She developed cystitis. One of Williams’ cases 
had to be catheterized a few days. 

Marked abdominal distension complicated 
2 cases (Williams, Fry). In Williams’ case the 
bowels moved poorly; in mine, free evacuations 
occurred daily. 

Good bony union resulted in all of the cases 
and no inconvenience in walking was reported 
except in one of Williams’ patients. “She 
complained of some difficulty in going up and 
down stairs, having to put her entire weight 
on the right foot.” 

Digital examinations could detect no callus 
on the posterior surface of the bone in any of 
the cases. In some cases definite callus was 
felt anteriorly. In one of Williams’ cases a 
furrough 1 cm. deep, on the anterior surface, 
marked the site of union of the ends of the bone, 
and in the same case, callus was found at both 
sacro-iliac joints. 

CONCLUSIONS 
Pubiotomy is a satisfactory operation, so 


far as the operation itself goes, for enlarging 
the pelvic girdle in moderate degrees of pelvic 


contraction. It is easy to perform and can be 
employed in simple flat pelves with a conjugate 
vera of 7 or 7} cm. Separation ot the severed 
bone for 4 or 5 cm. is usually sufficient to 
enable easy extraction with forceps. 

The principal objection to the operation 
is the difficulties encountered in the after-treat- 
ment. They are little, if any, less than those 
which brought symphysiotomy into disrepute. 
The pelvis must be immobilized and the pa- 
tient kept in the dorsal position several weeks. 
Maternity institutions can overcome the ob- 
jection to a large degree by the use ot a special 
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bed, as the hammock suspension bed described 
by Ayres. Williams used the Bradford frame 
after 2 of his operations. Jewett employed an 
ordinary hospital stretcher ‘“‘the poles of which 
were lashed to the top rails of an iron bedstead. 
A trap-door was provided for the dejecta.” 
Montgomery recommends a pelvic sling sus- 
pended from the ceiling and attached to a 
compound pulley. Ordinarily, after pubiotomy 
and symphysiotomy, the evacuations of the 
bladder and bowels are attended with 
discomfort, and it is a hard task ior the 
nurse to keep the parts clean, which is the 
more impotrant after secondary operations 
where the patient is already septic and the soft 
parts contused and lacerated. 

In consequence, therefore, of the unsatisiac- 
tory convalescence after pubiotomy, the oper- 
ation will obtain in this country a limited field 
of usefulness as an elective operation. Cesar- 
ian section offers a substitute free from this 
objection and its indications will be extended 
to embrace these cases of minor degrees of 
pelvic contraction. With a head moveable 
above the inlet, and one which will not descend 
by suprapubic pressure, that operation should 
be performed primarily. When the head is 
moulded and engaged, forceps may be tried 
tentatively before resorting to sections. 

The indications for pubiotomy may be 
stated then, a living child and some contrain- 
dication to Cesarian section. The usual con- 
ditions presented are: A moderate degree of 
pelvic contraction, which has been unrecog- 
nized generally, ineffectual efforts employed 
to deliver with high-forceps, the woman 
exhausted and infection probably started. 

If the child be dead, craniotomy; if alive, 
pubiotomy — pubiotomy, in spite of the ob- 
jections against it. It is better to have a live 
woman at the end of a tedious convalescence 
then a dead one after a ‘“‘successful” operation. 
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HE methods of version I propose to 
consider involve the introduction of a 
new factor in changing the presenta- 
tion of a child im utero, which I believe 

has hitherto received no recognition whatever 
in obstetric practice, namely, the factor of 
thigh-pressure upon the external surface of 
the abdomen, induced either (1) by a squatting 
or kneeling posture, or (2) by manipulating the 
woman’s lower limbs. 

The method will, I hope, commend itself 
to your consideration, inasmuch as it presents 
Nature’s method — at least what I have been 
led to consider the method of Nature — in 
preventing and correcting transverse presenta- 
tions. 

As a rule the processes of Nature, when 
intelligently understood and correctly inter- 
preted, are not susceptible of improvement by 
artificial processes. It need scarcely be added 
that the proposed methods are of necessity 
completely aseptic, since they involve no inter- 
nal manipulation. 

If any individual, while standing erect, will 
place his hand, or more especially the closed 
fist, in the neighborhood of Poupart’s ligament, 
and then assume a squatting or kneeling 
posture, he will easily demonstrate the tre- 
mendous pressure to which the hand will be 
subjected by the thigh, when the latter comes 
in contact with the abdominal surface. 

But this pressure will be still greater upon 
the enlarged abdomen of pregnancy; and in 
a transverse presentation, as will be seen pres- 
ently, it would especially impinge upon the 
projecting head of the child, in such a manner 
and direction, as to lift the head off of the shelf 
of the iliacfossa, over the brim, and into the 
pelvic inlet, thus rectifying the transverse 
presentation. Note that this rectification is 
still further promoted by the pressure of the 
other thigh upon the opposite side, which, 
however, is exerted in a different direction and 
location, in fact in such a manner as to press 
upon the breech end of the fetal ovoid, and 
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lift it upwards and inwards, over towards the 
ensiform cartilage and median line. 

To demonstrate that this description is not 
pure invention on my part, designed to support 
the theoretical basis of this paper, which might 
seem supposable, let me at once accentuate 
the fact — not always recognized — that the 
act of squatting is nof a symmetrical proceed- 
ing. As usually practised it does not bring the 
two thighs in contact with the abdomen in a 
similar manner. Very far from it. In the 
bio-photograph I here present (Fig. 1) — and 
the same thing may be seen in the man who 
catches the ball, behind the batter, in a base 
ball game — it will be observed that in the act 
of squatting one foot is flat upon the ground, 
and considerably in advance of the other, this 
other foot resting its toe end only on the 
ground and considerably in the rear of the 
former one. 

On that side, where the foot rests flat upon 
the ground and forward, the corresponding 


Fig. 1. Squatting posture. Left foot flat and forward. 


1 Read before the American Gynecologica! Society, May 7, 1907. 
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Fig. 2. Left shoulder presentation. Head in right 


iliac fossa. 


thigh will press upon the abdomen obliquely, 
high up over the hypochondriac and upper 
lumbar regions, and over a quite large extent 
of surface. On the other side where the foot 
is in the rear and resting only on its toes, the 
corresponding thigh will be more nearly 
horizontal and will exert pressure lower down, 
over a smaller surface, in the neighborhood of 
the inguinal and lower lumbar regions, and in 
a more decidedly transverse direction, that is, 
inward toward the median line. The direc- 
tion of thigh-pressure must again vary, and 
may be made to do so at will, by varying 
abduction of the thighs on the two sides. 
Some abduction is inevitable during the act of 
squatting in a near-term pregnant woman, from 
the protuberance of the enlarged abdomen. 

To illustrate my meaning let us take a case 
of left-shoulder presentation, the back of the 
child directed anteriorly, the head being on 
the right iliac fossa, projecting somewhat in 
front of, and external to, the anterior-spinous 
processes of the ilium, as shown in Fig. 2. 

If now the woman plant her left foot flat 
upon the ground, and somewhat forward, 
while the right foot rests on its toes, considera- 
bly behind the other one, and then assume a 
squatting posture, as in Fig. 3, see what takes 
place. At once the knees separate owing to 
abduction of the thighs, and as the squatting 
becomes complete, the left thigh comes in 


contact with the abdomen, and presses upon 
it over a large surface, high up, upon that 
region of the uterus where the breech end of 
the fetal ovoid lies. The direction of pressure 
on this side will therefore be obliquely upwards, 
and towards the median line, as indicated by 
the arrow, marked A, in Fig. 2; while in the 
opposite, right limb, with its foot poised on the 
toes and posterior to the other one, the thigh- 
bone being more nearly horizontal, will pro- 
duce contact and pressure over a more limited 
region of the abdomen lower down, in line 
with the arrow, marked B, in the same figure, 
and impinge chiefly upon the projecting 
cephalic pole of the fetal ovoid in such a man- 
ner, and in such a direction, as to force the 
head somewhat upward and inward toward 
the median line, thus shifting it from the iliac 
fossa to the pelvic brim. 

If to the pressure of the two thighs, thus 
exerted simultaneously in the two directions 
stated, we add the rectifying influence of labor- 
pains — the uterus tending to straighten itself 
by contraction, and thus swerve the breech 
from its oblique position over to the median 
line — I say, if we combine the two forces of 
thigh-pressure and labor-pains, either alone 
perhaps being inefficient, it seems almost 
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Fig. 3. Squatting posture. For case shown in Fig. 2. 
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impossible that a transverse presentation could 
persist for any considerable time. 

It may here be interesting to note, parentheti- 
cally, that the pregnant primitive woman, in a 
state of nature, daily subjects her fetus in utero 
to the influence of thigh-pressure, in the man- 
ner stated, whenever she assumes the squatting 
posture during defecation, while in the civilized 
woman, enthroned upon the seat of her modern 
closet, no such rectifying factors are in evidence, 
for the two thighs, equally horizontal and at 
about right angles to the spine, press symmetri- 
cally inwards on each side. In this way, per- 
haps, may we partly account for the alleged 
comparative infrequency of transverse presen- 
tations among uncivilized peoples. 

But to resume: It may be asked, Why use 
these new methods of version, while the cor- 
rection of a shoulder presentation is so easy 
by manual palpation in the process of external 
version, as usually practised ? 

I reply: External version by abdominal 
palpation, is only easy under favorable condi- 
tions. Under opposite circumstances it often 


fails, and the operator must resort to the bipolar 
or internal methods, always with some risk of 


infection and uterine rupture. In the difficult 
cases, with discharge of the liquor amnii, rigid 
uterine contraction, a well-developed Bandl’s 
ring rising high in the abdomen, and thinning 
of the lower uterine segment, most of us would 
not attempt version at all, from fear of produc- 
ing rupture. 

Now I want to say that even in these very 
difficult cases, the child may still be turned, and 
without rupture, by Nature’s method of thigh- 
pressure. This may be explained by con- 
sidering that the degree of pressure exerted by 
the thighs is greater—I think very much 
greater — than would be exerted by the hand 
of any prudent obstetrician. And note again, 
that it is especially greater, the nearer we 
approach the fulcrum of the femoral lever, the 
hip-joint, that is to say, low down, near the side 
of the pelvic brim, on that part of the uterus — 
its thinned lower segment — below the con- 
traction ring. 

Note again that the thigh-pressure is diffused 
over a much larger surface than could possibly 
be covered by the hand of the obstetrician. 
Once more it must be observed that the con- 
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tact of the thigh with the abdomen, as the 
act of squatting — or kneeling — begins, pro- 
gresses, and completes itself, is pre-eminently 
a gliding contact, or more exactly a combined 
movement of “‘gliding and pressure,” which 
experience has fully demonstrated to be the 
most effective kind of pressure in operating 
with the hand by abdominal palpation. This 
gliding contact of the thigh with the abdomen 
seems well provided for by the almost ‘** marble- 
polish”? smoothness on the inner surface of 
the cushioned femoral column. In fact so 
admirably do the conditions illustrate the 
natural adaptation of means to ends, that we 
are almost driven to realize the conception of 
Pope in the ‘‘Essay on Man,” that ‘‘ Nature 
is but Art unknown to.us,”’ and the ‘‘apparent 
discord” even of a shoulder presentation, when 
considered in relation to thigh-pressure, is 
‘“‘harmony not understood.” 

When the head rests on the /ejt iliac fossa, as 
shown in Figure 4, then the /e/t foot should be 
poised on its toes, and in rear of the other foot, 
to bring the /ejt thigh in contact with the head, 
as shown in Fig. 5; the lines of force on the 
two ends of the fetal ovoid being indicated by 
the arrow in Fig. 4. 

In the more rare dorso-posterior cases of 
shoulder presentation, the same rule as to the 
disposition of the two thighs in the squatting 
process would seem to be proper. 

The other method of operating, namely, by 
manipulating the woman’s lower limbs, is 
designed as an imitation of the thigh-pressure 
produced by squatting, in women unable to rise 
and squat. The patient being upon her back, 
the hand of the obstetrician, one on either side, 
can grasp the front of each knee, and then 
regulate the degree and direction of pressure at 
will, by varying the thigh abduction, taking 
care, however, that the thighs shall be held in 
position long enough to insure the auxiliary 
rectifying influence of a few labor-pains. 

In case of impacted shoulder presentation — 
arrested spontaneous evolution — in which the 
uterus and its contents have assumed a more 
or less globular and symmetrical shape — so- 
called “balling” of the fetus — it would seem 
that the thigh-pressure, produced by sym- 
metrical kneeling, might be more effective 
than that by squatting. With a thigh column 
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Fig. 4. Right shoulder presentation. Head in left 


iliac fossa. 


on either side, and a third column — that of the 
lumbar spine — behind, the impacted mass 
would be grasped, simultaneously, by three 
columns converging below, diverging above, like 
the legs of an inverted tripod, and would tend 
to escape in the direction of least resistance, 
namely, upward, out of the pelvic brim, thus 
relieving the impaction. To bring the action 
of the third column, that of the lumbar spine, 
into full play, the woman should lean forward 
as much as possible while kneeling. The 
lifting power of the thigh-columns upon the 
abdominal contents by symmetrical kneeling 
is seen in Fig. 6. 

Kneeling, however, is not necessarily a 
symmetrical proceeding. Very often a person 
kneels only with one knee, as shown in Fig. 7. 
Here the same effect would be produced as by 
the unsymmetrical squatting shown in Figs. 3 
and 5, the leit thigh pressing the abdomen low 
down, over the left inguinal region; the right 
one pressing higher up, on the right side over 
the breech end of the fetal ovoid, that is, as- 
suming the child’s head to rest on the left iliac 
fossa (Fig. 7). This, therefore, would be the 
correct method of kneeling in this particular 
presentation and position, with a view of secur- 
ing its rectification, exactly as already described 
for the squatting posture. Were the head in 
the opposite iliac fossa, the woman should kneel 
on the other knee only. The rule for all cases 
would therefore be: Let the woman kneel only 


on that knee corres ponding with the side to which 
the child’s head is directed. 

This briefly is the theory. I regret that I 
have only a few cases to present but these are, 
I hope, sufficiently conclusive to evoke further 
clinical experiment, which is the chief purpose 
of this paper. 

In one case of my own, a young primipara 
with shoulder presentation —I stood facing 
the foot of the bed, and directed the woman to 
come and kneel there, placing her hands upon 
my shoulders for support. On doing so she 
exclaimed with the first pain that the child 
was “Coming out,” which I did not believe, 
but she was right: in two or three more pains 
the child was born — delivered by the breech. 
I must confess that at this time, some years ago, 
I had not sufficiently considered this matter to 
direct any special method of kneeling as set 
down in the present paper. I do not know 
whether she knelt on one foot or both; but the 
result was a rapid change of presentation and 
delivery as stated. 

Dr. Homer S. Medford of this city, has kindly 
reported to me a case of transverse presentation 
occurring in his practice in January last, in 
which the woman, a colored primipara, 17 
years old — insisted upon “‘sitting up in bed, 
her knees doubled up and body bent forward ;”’ 
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Fig. 5. Squatting posture. For case shown in Fig. 4. 
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Fig. 6. Symmetrical kneeling. 

a position which she maintained until the last 
few minutes of labor, when she was placed upon 
her back. On first making his diagnosis Dr. 


Medford left the patient for half an hour in 


order to get some students for a clinical lesson. 
When he returned the case had changed to a 
head presentation and was so delivered. While 
this woman was neither squatting or kneeling in 
the exact manner I have here suggested, her 
position was one in which the factor of thigh- 
pressure was in evidence. 

Dr. Eugene E. Barnum reports, Buffalo 
Medical and Surgical Journal, February, 1892, 
pp. 385-389, the case of a para Iv, in which the 
arm protruded into the vagina. When seen by 
him, the woman had been in labor 28 hours; 
ergot had been given by a midwife; the waters 
had been discharged some hours before; the 
uterus was tetanically contracted upon its con- 
tents. Note these extremely unfavorable con- 
ditions. All efforts to replace the arm and 
change the presentation, including the knee- 
chest position, failed. The doctor gives his 
reasons why neither embryotomy or Czsarian 
section were practicable. ‘The woman was now 
placed in a kneeling posture at the edge of the 
bed, and her head and body bent forward as 
far as possible. Within 5 minutes in this 
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Fig. 7. Unsymmetrical kneeling. 

posture, the arm began to recede, and in 15 or 
20 minutes the birth was complete — delivered 
by the head —and the child born alive, al- 
though for several weeks it could not move the 
prolapsed arm as freely as its fellow. With the 
conditions present in cases like this, most of 
us, I think, would resort either to embryotomy 
or abdominal section, as indeed Dr. Barnum 
states he would have done, had the necessary 
instruments, etc., been available; yet the child 
was delivered, both it and the mother surviving, 
by the pressure of the thighs induced by a 
kneeling posture changing the arm presenta- 
tion into a vertex one. Spontaneous version 
has usually been ascribed to an unsymmetrical, 
or unilateral contraction of the uterus, but this 
I think is far less susceptible of demonstration 
than the thigh-pressure view here presented. 

I have examined the recent literature of 
spontaneous version, with a view to learn 
whether the change of presentation could be 
ascribed to change of posture, and while in a 
few cases the change did take place, accom- 
panied by the recognition of a great and sud- 
den movement within, while the woman was 
seated upon a commode, most of the cases 
present no such history. This, however, 
may be explained by the fact that in many 
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instances, where the version has occurred in 
the absence of the physician, while the woman 
was squatting over a commode, the circum- 
stance may have escaped mention by the wo- 
man as a matter of delicacy, or having been 
made known to the obstetrician, may have been 
considered of negative import and therefore not 
given any recognition in his clinical report. 

In December last I addressed a circular note 
to several Fellows of this Society having charge 
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of maternity hospitals, requesting them to try 
my new method should they have opportunity 
for doing so. As yet I have received no reports 
of cases but hope there may be some forthcom- 
ing during the discussion. 

If not, I still trust the matter has been pre- 
sented in a sufficiently logical manner to invite 
future clinical experiment, which is the main 
object in presenting the subject to your con- 
sideration. 





A STUDY OF THE UTERO-SACRAL LIGAMENTS 


By I. S. STONE, M.D., WasutncTon, D. C. 


E have made careful examinations 
of most of our gynecologic patients 
during the past year with the inten- 
tion of ascertaining the availability 

of the utero-sacral ligaments for suspensory 
purposes. With the patient in the high pel- 


vis position, and the abdomen open in the 
median line, we have observed the length of 
the various ligaments, the mobility of the 


pelvic peritoneum, and what differences existed 
between these structures in nullipare and 
similar ones in multipare. These observations 
are intended to supplement those previously 
made by the early gynecologists, who believed 
that the lacerations resulting from child-birth 
were the principal factor in the production of 
retroversion and prolapse of the uterus. 

A number of eminent names could be men- 
tioned among those who ignored conditions 
above the vagina or pelvic floor. They taught 
us to prevent lacerations if possible; but if 
these accidents occurred they must be repaired, 
which repair, if properly done, would prevent 
all further trouble. This meant that a repair 
of the fascia near the vagina, or that which 
could be reached from the vagina, was amply 
sufficient. Looking backward over the vast 
number of useless attempts made by well- 
meaning operators to improve upon the teach- 
ing of our immediate predecessors, we can the 
better appreciate the elements of truth con- 
tained in the philosophy of uterine prolapse, 
as taught by them. A few men are now 


looking at uterine displacements as a feature 
of, or a result of, some other disability. We 
confess that we are of that number, for we 
know that many, perhaps most of the women 
with retroversion, whether nullipare or multi- 
pare, have enteroptosis, with elongation of the 
retro-uterine peritoneum, including the utero- 
sacral ligaments. Therefore we are at present 
inclined more than ever to acknowledge the 
precepts of our early teachers, but we now add 
to their theory that of the relation of visceral 
descent, or enteroptosis, as a factor in the 
production of uterine displacements. 

Our study of the subject during the past few 
years, has convinced us that many of our 
ordinary cases of “version” have their origin 
in a prolapse of the mesentery. With this 
prolapse or elongation, we. have stretching 
of the fascia and connective-tissue supports 
throughout the pelvis. We certainly have 
great elongation of the round and broad lig- 
aments and also the utero-sacral ligaments. 
This is easily demonstrated in young women 
who are not married, and who have not con- 
ceived or borne children, as well as in multi- 
pare. It is apparently true that women with 
retroversion, who bear children and sustain 
lacerations during child-birth, fall easily into 
invalidism from prolapse, without some form of 
treatment. This, however, fails to negative our 
statement that the presence of a retroversion 
of the uterus in either multipare or nullipare, 
is evidence that the retro-uterine suspensory 
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peritoneal supports are defective. Therefore 
we feel convinced that operations upon any 
special ligament such as the round ligament, 
that will cause it to hold more than its 
allotted share of weight, will fail of success, 
for the simple reason that an extra amount of 
weight will be thrown upon such ligaments, 
and especially so when a displacement has 
been over-corrected. 


THE UTERO-SACRAL LIGAMENTS 

We think all gynecologists will agree that 
descent of the uterus, with point forward of 
the cervix, depends upon lack of strength in 
the posterior-uterine supports, whatever their 
character may be. Those believing in the 
ability of the utero-sacral ligaments to furnish 
this support, tell us that the fault lies in them. 
It is at least plausible to assert that the posterior 
supports give way first, and that the round 
ligaments soon become elongated as the uterus 
inclines backward. In correcting displace- 


ments in our practice, we have seen the tem- 
porary benefit of round-ligament shortening fail 
to give permanent relief, because the cervix 
was not held backwards as it should be by the 
action of the ligaments in question. 


We have 
also seen the same defect in the ventral sus- 
pension operations. In these we see the cervix 
elevated for a time, or until the suspensory lig- 
ament is formed, but the cervix invariably 
comes forward toward the symphysis as freely 
as before the operation, especially when the 
patient is in the erect position. 


METHOD OF EXAMINATION 
We propose to describe the method of exam- 
ination by reporting the following case of 
retroversion occurring in a comparatively 
healthy nullipara: 


Gyn. Case. L.N., colored; single; nullipara. Age 
24. She has not been severely ill at any time, nor has 
she had the venereal diseases. She has had backache, 
slight headache, and pain in the pelvis in the region of 
the left ovary. She has not lost flesh nor has she any 
disease of her digestive organs. She has been regular 
at the month, has not had much if any dysmenorrhea, 
and only has slight leucorrhea. Her right kidney 
is 6 c.c. lower than normal. Her stomach is algo 
lower than normal. Her uterus is retroverted. The 
cervix is pointing toward the symphysis, and the fun- 
dus is very low in the cul-de-sac of Douglas. The 
fundus is somewhat enlarged. There are no evidences 
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Fig. 1. Microphotograph of a section of a utero-sacral 
ligament. The muscular tissue is outlined with ink. A 
large pin-head would cover the entire bundle of muscular 
fibres. The peritoneum is seen in dim outline. The 
greater part of mass is composed of connective-tissuc. 
There is a considerable amount of blood-clot in the 
specimen. 


of other uterine or annexal disease. Operation, April 
4, 1907. The cervix is caught with a volsellum. The 
abdomen is opened in the median line. ‘The uterus 
is drawn out of the abdomen, and its internal os is 
about as high as a horizontal line drawn between the 
anterior-iliac spines. The utero-sacral ligaments are 
now seen standing out in plain view. The uterus is 
now held by the fundus, and is pressed forward toward 
the symphysis. In the present instance its anterior 
surface can be made to reach about 3 c.c. from the 
symphysis. Finally, the volsellum attached to the 
cervix is drawn downward, until the cervix nearly 
reaches the introitus. With the uterus in this position 
the utero-sacrals are not visible, being lost from view, 
while the entire retro-uterine peritoneum is tense, 
and the pelvic fold of the mesentery is also perceptibly 
lower than before. The broad and round ligaments 
are greatly elongated, and appear to share relatively 
in the changes mentioned above. 

In this case, as in a few others, we measured 
the length of the round ligaments, and found 
them 1o cm. in length, or double the normal. 
As the cervix could be made to touch the 
symphysis, it was evident that the posterior 
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Fig. 2. 
ligament. 
version and slight prolapse. 
to } inch after hardening. The muscular tissue is seen 
in the lower right margin. Note the number of compar- 
atively large vessels. This section is also larger than 
usual owing to the presence of blood-clot which is due to 
clamping the ligament before division. 


Drawing made from microscopic section of a 
The patient was a multipara, and had retro- 
The section was about $ 


ligamentary and peritoneal supports were 
inadequate as suspensories. The utero-sacrals 
stand out with greater prominence with the 
uterus pressed against the symphysis, and one 
can clamp and excise them for further study if 
desired. We had the photograph made from 


a section of one of the ligaments in the case 


now under description. Nearly all of the 
mass shown is made up of connective-tissue, 
with only one small bundle of fibres about 1 
mm. in diameter. We took this section from 
a point 4 cm. from the posterior margin of the 
cervix. A dissection made the same distance 
from the sacro-iliac junction, showed nothing 
to the unaided eye but loose connective-tissue. 
After satisfying ourselves that the utero-sacral 
ligaments were apparently useless in nullipare 
with retroversion, we made precisely similar 
observations upon multipare. A patient was 
selected who had borne 4 children, and who 
had a considerable degree of vaginal relaxa- 
tion with retroversion and descent of the uterus. 

The patient was a thin nervous woman who had the 
usual backache, headache, and leucorrhea, and was 
no longer able to attend to her duties as housewife. 
This woman had never been very ill at any time, and 
there appeared to be very little evidence of organic 
disease except the changes incidental to visceral pro- 
lapse. Her stomach and right kidney were markedly 
lower than normal, and there is decided intestinal 
pressure upon the retroverted fundus and the cul-de- 
sac, while the patient is standing. 


All of the measurements taken showed an 
additional degree of elongation in the various 
ligaments. The cervix was easily drawn out- 
side the introitus, and the whole organ could 
be removed from the abdomen with less trac- 
tion than in the previous case. A dissection 
of the utero-sacrals proved the absence of a 
perceptible amount of muscular tissue, but 
the microscope shows a few bundles in the mag- 
nified drawing. (See Figure 2.) This pa- 
tient was a victim of Glenard’s disease, and we 
confess to a feeling of helplessness when we 
are confronted with such a number of slight 
changes, any one of which is conparatively un- 
important, yet in the aggregate may render 
our patient, if a poor woman, an invalid. 
Shall we begin by shortening the round and 
utero-sacral ligaments to overcome a retro- 
version of her uterus, which we believe merely 
a part of the trouble, and more a result than 
a cause of her poor health?. Or shall we 
attempt treatment of the enteroptosis, and 
the nephroptosis? These poor, thin, anemic 
women, who have need of rest and forced 
feeding and massage, cannot easily be cured 
by the application of a pessary, or any other 
method of holding the uterus in position, such 
as may be done, temporarily at least, by a liga- 
ment operation. 

It appears to us absolutely impossible to 
retain the uterus in position, by any method 
of treating the utero-sacral ligaments, which 
would depend upon their muscular strength. 
It is possible that temporary benefit may be 
obtained by folding the ligaments upon them- 
selves, “‘shortening,’”’ but when we see the 
whole retro-uterine peritoneum so_ loosely 
attached to the pelvis, we should not be very 
confident of success after the operation. Even 
with shortening of the round ligaments, which 
draws the uterus in anteversion, we find the 
pressure of the viscera downward into the 
cul-de-sac exerted with great force, and we see 
no reason why the duplications of the liga- 
ments should not unfold and the cervix descend 
as before. 

Operations have been tried by English 
operators, having in view a firm attachment 
of the utero-sacral ligaments to the pelvic brim, 
and we find that Jessett attempted to secure 
the peritoneum, with the ligament to the 
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periosteum, at that point. His method has not 
become popular, and very few surgeons have 
tried it. Bishop has also attempted to attach 
the upper end of the utero-sacral ligaments 
to the pelvis in such a manner as to provide a 
normal elastic suspensory ligament. He calls 
attention to the frail and attenuated muscular 
bands which are overstretched in uterine dis- 
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placements, and which atrophy when torn or 
otherwise injured. See Bishop, Wedical Press 
and Circular, London, December 24, 1902, 
p. 6075. 


Note.—As this paper is intended merely as a study 
of the ligaments we shall avoid for the present further 
allusion to the practical application of our subject. 





THE 
MIA NEONATORUM. 


PROPHYLACTIC AND CURATIVE 
WHAT SILVER SALT SHALL 


TREATMENT OF OPHTHAL- 


BE 


USED AND WHAT STRENGTH! 


By EDWIN B. CRAGIN, M.D., New York 


NE of the burning questions of the 
day is how to reduce the number of 
those who go through life handicapped 
in the race, or perhaps a_ burden 
upon the state, on account of an impairment 
or loss of vision, the result of ophthalmia 
neonatorum. Naturally the solution of this 
problem concerns the treatment of the baby’s 


eyes immediately following its birth, and as 
various methods of treatment have been used 
by the writer in his service at the Sloane 
Maternity Hospital, and as each method has 


been followed in a series of 
thousand confinements, 
the results of the 
interest. 

Before taking up the individual methods of 
treatment, the following general propositions 
should be noted: 

1. A baby which is premature and of low 
vitality is more liable to ophthalmia than one 
which is mature and vigorous. 

2. On account of the dangers of contagion, 
babies congregated in a hospital are more 
liable to ophthalmia than babies under the 
same treatment, and under the same obste- 
trician, in private practice. 

3. The number of cases of ophthalmia 
in a hospital service will vary somewhat with 
the class of cases admitted, but whatever the 
treatment employed, judging from the writer’s 


one or more 
the comparison of 
different methods is of 


experience, a certain number of cases of 
ophthalmia will inevitably occur. 

In the 5 methods of prophylactic treatment, 
used by me at the Sloane Maternity, the small- 
est number of cases of ophthalmia, in tooo 
confinements, has been 17, the largest 34. 
Hence, with the present known methods of 
prophylaxis, in a hospital service of 1500 con- 
finements per year, in which emergency and 
ambulance cases are received, one must expect 
from 15 to 25 cases of ophthalmia in each 
1000 continements. 

By ophthalmia here is meant a_ purulent 
conjunctivitis. The objects desired are: (1) 
To reduce the number of cases, (2) to have 
the disease as mild as possible when it does 
occur. 

According to our present knowledge the 
best way to prevent ophthalmia neonatorum 
is, immediately after the birth, to cleanse the 
eye from the discharges of the birth canal with 
a bland solution, and in a manner least likely 
to irritate the eve, and then instill into the eye 
a disinfecting solution, which will give the 
greatest amount of disinfection with the least 
amount of irritation. 

In cleansing the eye it is my custom to 
flush it from inner to outer canthus with boric 
acid solution, by means of a medicine dropper; 
the outer surface of the lids being then bathed 
in the same direction with the same solution. 


1 Read before the American Gynecological Society, May 7, 1007 
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The problem now before us is the choice of the 
solution which will give the greatest amount 
of disinfection, with the least amount of irri- 
tation of the eye. By common consent a 
solution of some salt of silver has been adopted 
as best serving this purpose. The problem 
of this paper then is the determination of the 
best salt of silver to use. During the last 7 
years the writer has used as a prophylactic 
measure in 5 different series of cases, 5 different 
silver solutions: Nitrate of silver 2 per cent; 
nitrate of silver 1 per cent; protargol 5 per cent; 
argyrol to per cent; argyrol 20 per cent. 

The results have been as follows: 

Series I. In tooo confinements 2 per cent 
nitrate of silver solution: Cases of ophthalmia 
18; eyes lost none; opacities none. 

Series II. In tooo confinements 1 per cent 
nitrate of silver solution: Cases of ophthalmia 
34; eyes lost 1; opacities none. 

Series III. In 2000 confinements 5 per 
cent protargol solution: Cases of ophthalmia 
53; average per thousand 26+; eyes lost 1; 
opacities 1. 

Series IV. In 2000 confinements 
cent argyrol solution: 


10 per 
Cases of ophthalmia 
eyes lost 1; 


34; average per thousand 17; 


opacities 2. 

Series V. In 2000 confinements 20 per 
cent argyrol solution: Cases of ophthalmia 43; 
average per thousand 21+; eves lost none; 
opacities none. 

During the use of the 2 per cent nitrate of 
silver solution the irritation of the eyes with 
the accompanying edema and discharge, the 
so-called ‘* Silver Catarrh,”’ was so great that 
not only did it occupy a great deal of our nurses’ 
time in applying compresses and_ irrigating 
the baby’s eyes, but it seemed to me to be a 
source of danger, not only by leaving an irri- 
tated eye which might later become infected, 
but also by causing in our nurseries discharg- 
ing eyes, from which the discharge might be 
carried by nurses to healthy eyes, and thus in- 
fection produced. For this reason, although 
no eyes were lost in this series, and, as 
jar as known, no opacities produced, the 
strength of the nitrate of silver solution was 
reduced from 2 per cent to 1 per cent. I have 
said above ‘‘as far as known,” for the reason 
that in this series of 1000 confinements 5 babies 


were taken from the hospital with ophthalmia 
unimproved and against advice, in whom the 
ultimate result is unknown to the writer. 
In this same series 2 babies died with oph- 
thalmia uncured. In the second series, with 
the use of the 1 per cent nitrate of silver sol- 
ution, the lessened irritation of the eye seemed 
a great improvement; but, as shown in the 
above table, there occurred 34 cases of oph- 
thalmia, nearly twice as many as in the pre- 
vious series; and, in addition, one eye was lost 
by perforation of the cornea. It looked as 
though the lessened irritation had been gained 
at the expense of protection, and for this rea- 
son the use of the 1 per cent nitrate of silver 
solution was abandoned. At about this .time 
the use of protargol came to the writer’s notice, 
and in the next series of 2000 confinements 
a 5 per cent protargol solution was used as a 
prophylactic measure. The lessened’ irrita- 
tion was a great comfort but, alas, in this 
series, although there were fewer cases of 
ophthalmia than with the use of 1 per cent 
nitrate of silver solution, one eye was lost and 
there was one opacity. 

In the next series of 2000 confinements Io 
per cent argyrol solution was used with the 
following results: The number of cases of 
ophthalmia per thousand was 17, the smallest 
number in any series of the 8000 cases; there 
was a complete absence of irritation, and 
the drug was a safe one for a nurse to 
apply at frequent intervals, in case ophthalmia 
developed. 

Unfortunately in this series of 2000 confine- 
ments, 1 eye was lost, and 2 babies left the 
hospital with a small opacity of one cornea. 
For this reason it seemed to the writer that in 
spite of the reduction in the number of cases 
per thousand, the protection was insufficient, 
and, therefore, in the next series of 2000 con- 
finements, which comprises the last 2000 
confinements at the Sloane Maternity ending 
April 1, 1907, the strength of the argyrol sol- 
ution as a prophylactic measure was increased 
to 20 per cent. 

In this series no eyes were lost; there were 
no opacities of the cornea; and no babies left 
the hospital with a purulent discharge. For 
reasons which I will soon state, however, the 
number of cases of ophthalmia was larger 
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than in the preceding series, that is, 21 + 
per thousand This series covered a period in 
which there was an epidemic of so-called 
“pink eye” in the city; and, as no gonococci 
were found in the eyes of our babies during the 
month, it was thought by the ophthalmologist, 
who saw some of my cases in consultation, 
that they were cases of pink eye. On com- 
parison of the results in the 5 different series 
it is seen that Series V, treated with 20 per 
cent argyrol, surpasses all the others save 
Series I, in which 2 per cent nitrate of silver 
was used; and when it is noted that in this 
series 5 babies left the hospital with ophthal- 
mia uncured, while in Series V, no baby left 
the hospital with a purulent discharge from 
either eye, it seems to the writer that Series 
V should receive the preference. 

In addition to this the freedom in Series V, 
from the silver catarrh, with its demand for 
cold compresses, frequent irrigations, and fre- 
quent attentions from the nurses, so pronounced 
in Series I, has proven a great boon to the 
hospital régime. 

It must be admitted that the original cost 
of the argyrol solution is much greater than 
that of the nitrate of silver solution, but when 
one considers the greater staining and injury 
to towels, sheets, etc., and the greater demands 
upon the nurses in the use of the solutions of 
nitrate of silver, it has seemed to the writer 
that, viewed at the end of the year, the tax 
upon the treasury of the hospital from the use 
of argyrol was but little if any greater than 
from the use of nitrate of silver. 

In confirmation of the proposition, stated 
in the earlier part of the paper, that the con- 
gregation of babies in a hospital somewhat 
increases the liability to ophthalmia, the 
writer would state that during the 6 years cov- 
ered by the 5 series studied above, in an active 
private obstetric practice, although using the 
same methods of prophylaxis which he em- 
ploved in his hospital service, he has had no 
cases of ophthalmia. 

Viewed from the clinical standpoint alone, 
the method employed in Series V seemed the 
most satisfactory, but that he might have a 
reason for the faith which lay within him the 
writer had made for him, by Dr. Charles E. 
North of the Lederle Laboratories, New 


York, a series of very careful investigations 
concerning the bactericidal power of the silver 
salts used in the different series. The tests 
were made with the staphylococcus pyogenes 
aureus; the streptococcus pyogenes and the 
gonococcus and were made in duplicate. The 
method of procedure was to transfer the cul- 
tures to the disinfectant solutions of different 
strengths for the various times, and then again 
from them to large tubes of broth holding 
so c.c. each. In this way any chance of the 
small amount of disinfectant, which might still 
cling to the organisms, having any restraining 
action on the growth, was eliminated by the 
large quantity of broth used. 

In the case of the gonococcus 2 strains of the 
organism were secured, t of which was a 
very sturdy grower. Both of these were used 
as a check upon each other in the case of argy- 
rol and similar results were obtained in both 
cases. The gonococcus was cultivated in 
ascitic broth. 

The times of exposure were from 30 seconds 
to 30 minutes, in the cases of the streptococcus 
pyogenes and the gonococcus; and from 30 
seconds to 12 minutes, in the case of the 
staphylococcus pyogenes aureus. 

In the results which follow the minus signs 
indicate no growth. The plus signs indicate 
a growth: 
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From the foregoing tests it is evident that 
in the solutions usually employed, argyrol 
has practically no bactericidal power over the 
streptococcus or staphylococcus; but with the 
gonococcus, in strengths of 20 per cent and 
30 per cent, it is perfectly efficient. These 
tests also show why our results with the 10 per 
cent argyrol were not as good as with the 20 
per cent argyrol. 

So long as a 20 per cent argyrol solution is 
efficiently bactericidal with the gonococcus 
in 30 seconds; so long as the gonococcus is 
the coccus most feared in the etiology of oph- 
thalmia neonatorum; and so long as the clinical 
results are practically as good as with the use 
of 2 per cent nitrate of silver, and better than 
with the 1 per cent nitrate of silver and this 
without the annoyances of silver irritation and 
staining; the writer feels justified in using 
and advocating the use of argyrol as a pro- 
phylactic against ophthalmia neonatorum. 

In the curative treatment of ophthalmia 
neonatorum the writer has also found argyrol 
of great value. The absence of irritation in 
strong solutions; the fact that these solutions 
may be dropped into the eye, at short inter- 
vals by the nurse, without injury to the eye; 
and the fact that these solutions are bacteri- 
cidal to the gonococcus — all these facts are 
in its favor, and the writer’s present plan of 
treatment consists of frequent irrigations of 
the eye with boric acid solution (every 15 
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to 25 minutes during the stage of active pur- 
ulent discharge), cold compresses, and the 
instillation of argyrol 30 per cent every 2 to 
4 hours. 

Since the completion of the bactericidal 
tests reported above, the writer feels that in 
spite of its many good qualities, argyrol leaves 
much to be desired in the treatment of oph- 
thalmia, when due to the streptococcus or 
staphylococcus. It is well known that some 
of the worst cases of ophthalmia are due to 
streptococcus infection, and it is hoped that 
in the near future a silver compound may be 
found which will possess the blandness of 
argyrol, and be as germicidal to the strepto- 
coccus and the staphylococcus, as is argyrol 
to the gonococcus. 

In the meantime it seems wise, in severe 
cases of ophthalmia neonatorum which resist 
the treatment by argyrol, boric irrigations, 
and cold compresses, to make occasional use 
of nitrate of silver, 1 per cent to 2 per cent 
solution. In this connection, attention may well 
be called to the fact that the use of all silver 
compounds, even argyrol, may be continued 
too long, and the discontinuance of the silver 


solution, with the use of boric irrigations, may 
bring about a speedy recovery. 

As the first step in the search for a silver 
compound which would possess the blandness 


of argyrol, and at the same time have more 
bactericidal power, I asked Dr. G. M. Meyer, 
of the Department of Biological Chemistry, 
Columbia University, to make a_ careful 
analysis of argyrol and compare it with the 
description given by the manufacturers, Messrs. 
Barnes and Hille, which is published in the 
Medical Record of May 24, 1902, page 814. 
In this published description of the prepara- 
tion of argyrol which is naturally vague, the 
manufacturers call it a ‘“‘silver vitellin.” 

Dr. Meyer in his report to me says, “‘the 
term vitellin has been applied to various pro- 
teins resembling globulins, which, however, 
belong to the class of nucleo-albumins, or 
phosphorized proteids. A comparison of the 
properties of vitellin with the properties of 
the protein, separated from argyrol by means 
of hydrogen sulphid, gives no evidence of 
the presence of vitellin in argyrol. Vitellin 
is a coagulable proteid and contains phos- 
phorus. A qualitative test for phosphorus 
in argyrol was negative. Vitellin is insoluble 
in water, whereas after separating the silver a 
proteid was obtained which was soluble in 
water. As to the nature of this proteid the 
various tests indicate its proteose character. 
Argyrol can hardly be looked upon as a com- 
bination of silver with vitellin. Its chemical 
behavior would stamp it as a silver proteose. 
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IN THE AFTER-TREATMENT OF 


LAPAROTOMY ! 
By HENRY T. BYFORD 


OME laparotomies are of such a simple 
nature that the functions of the abdom- 
inal viscera are not materially disturbed 
thereby, and need not be disturbed 

afterwards by medicine. Exploratory periton- 
eal section, and the removal of nonadherent 
ovaries, are apt to be of this nature. 

But the majority of laparotomies represent, 
or should represent, a different problem. The 
operation should ordinarily be of sufficient 
Path- 


magnitude to justify its performance. 
ologic conditions of abdominal viscera, epithel- 
ial abrasions of visceral surfaces, displacement 
of intestinal coils, exposure of the tissues to 
air, sero-sanguinolent effusions from sutures 
or abraded spots, one and all, cause more or 
less intestinal atony, visceral adhesion, and 


septic infection. For 24 or 36 hours before the 
operation it is usually considered advisable 
to relieve abdominal tension and _ intestinal 
fullness, and thus secure a favorable field for 
operating, by a restriction of the diet and the 
administration of laxatives. And there is no 
doubt but the dieting and catharsis contribute 
to post-operative intestinal atony, and that 
such atony is prolonged by the fasting that is 
usually necessary during the recovery from 
the anesthetic, as well as from the near effects 
of the operation. 

As the result of this intestinal atony, loops of 
intestines remain in contact with the injured 
or abraded surfaces long enough to become 
firmly adherent; as a result of adhesions the 
intestines become distended; as the result of 


adhesions and distension a displaced loop 
of intestine may become compressed, kinked, 
or paralyzed. 

When normal peristalsis is established early, 
not only is this danger averted, but the intes- 
tines are relieved of much of toxic or septic 
matter, absorption from the peritoneal cavity 
is facilitated, and the patient rapidly recovers 
her appetite and digestive functions, 

Hence, after a laparotomy of ordinary mag- 
nitude, I do not take the risk of waiting for the 
patient to recover her appetite and eat enough 
solid food to produce intestinal fullness and 
peristalsis, nor do I burden her disordered 
stomach with solid food for that purpose, 
but give laxatives as soon as she can take 
them, in order to restore through-and-through 
peristalsis, and continue them later as nec- 
essary to secure daily evacuations of the 
bowels. 

As to method, the intestines should be stim- 
ulated to activity by means that produce the 
least irritation. The plan I have found most 
satisfactory is as follows: Two drams of 
cascara evacuant, or its equivalent, are given 
2 hours before the operation, and an ounce 
of Hunyadi water every hour after she awakes 
from the anesthetic, until the bowels move 
and flatus is passed freely. If there is no 
voluntary bowel movement, within 12 hours 
after the operation, a high enema of 3 ounces 
of glycerine and 3 of water is administered 
every 2 or 3 hours according to emergency. 

If Hunyadi is not well borne I give a heap- 


1 Read before the American Gynecological Society, May 8, 1907. 
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ing teaspoonful of granular effervescent citrate 
of magnesia, or 2 ounces of the liquid citrate. 
I prefer salines because they can be safely 
continued at short intervals, for a long time, 
without producing any lasting intestinal irri- 
tation. In patients who have lost considerable 
blood, or have not drunk freely of water 
before the operation, the first few doses may 
be absorbed and appropriated for other than 
laxative purposes, but all that is necessary is 
to keep on with them. In such cases it 
is well to supply salt and water to the blood 
by injecting a large quantity of normal salt- 
solution on to the colon. I endeavor to fore- 
stall this post-operative water famine, however, 
by making free water drinking a part of the 
preparatory treatment. 

If flatus does not pass freely at the end of 
24 hours, or if there is no evidence of active 
peristalsis, I add an ounce of spirits of turpen- 
tine to the enema and have the patient retain 
it as long as possible. Sometimes a high ox- 
gall enema acts better than glycerine, and may 
be used either with or without the addition of 
turpentine. 

I never regard the bowel movements, or the 
expulsion of gas that come with the enema, 
as proof of through-and-through peristalsis, 
but keep on with the laxative, and the enemas 
until flatus passes freely between enemas. 
Then I stop laxatives until the bowels stop 
moving, and but little flatus is expelled, when 
I prescribe from 2 to 3 ounces of Hunyadi 


night and morning, until they are no longer 
required to secure daily evacuations. 

Before the bowels move the patient may com- 
plain of so-called gas pains, but she finds that 
they are partly relieved by each enema, and, 
if she is told that relief will come when the 
laxative has worked, she is usually willing and 
able to endure them. They are intermittent 
and the oftener they come the sooner will they 
bring relief. 

When there has been considerable trauma 
during the operation, with consequent sore- 
ness and an inability to endure the pains, I 
apply an ice-bag to the abdomen rather than 
give opiates. This, with an enema containing 
30 grains of chloral, will usually alleviate the 
pain and nervousness and sometimes the 
nausea, without inhibiting peristalsis. 

If my only object were to save life I should 
not bother the patient with the laxatives, unless 
abraded or injured tissues had been left to 
form adhesions; but I confess, at the risk of 
being considered meddlesome, that I give 
laxatives in all but the simplest cases, because 
in those that do not really need them the 
bowels respond quickly, and the patient feels 
much better than when not so treated. Pa- 
tients who had undergone a previous laparot- 
omy generally have remarked, without being 
asked, that they were having a much more 
comfortable convalescence than after the pre- 
vious one, in which they had either taken no 
laxatives, or had taken opiates for the pains. 
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which approximates closely each and 

every part of the divided surfaces, and 

retains them a sufficiently long time for 
absolute repair to be complete; and this with 
the least amount of any foreign material to 
maintain the coaptation. Laparotomy wounds 
are no exception to this rule. The various lo- 
cations of the-wound may somewhat modify 
the details, but in any one there is usually a 
division of skin, fat, fascia muscle, and perito- 
neum. Each one of these tissues demands as 
careful replacement as any other, in order that 
there may be accurate repair, and the scar tissue 
be free from deformity. There are several 
things to be attended to before any attempt 
is made to close the wound, and these are 
essential to a perfect union. 

The wound should be free from any ragged 
or bruised tissue, and all bleeding should be 
absolutely checked. A blood clot may hinder 
repair, either by its separating healthy sur- 
faces, thus forming a dead space, or by auto- 
infection or direct infection becoming the 
nidus of pus. Hence all injured structure 
should be carefully removed and all bleeding 
vessels ligated with small sterile catgut. If 
there has been any exposure of the surfaces to 
infection during the operation, they should 
be thoroughly sponged with a bichloride solu- 
tion, followed by sterile water or normal salt- 
solution, before the introduction of sutures. 
It is absolutely safe to do this in any case, 
especially if the intestines have been manipu- 
lated much or for a long time. The hands or 
gloves may very easily become infected, even 
by this means, and the contact with the sur- 
faces to be closed may thus impart some pus- 
producing germ. In the use of any solutions 
about the wound, care should be taken that they 
should be as hot as can well be borne by the 
operator. Early union is hastened by careful 
attention to small matters of this kind. In 
pre-aseptic times hot water was a very valuable 


Te ideal closure of any wound is that 


aid in the preparation of all wounds for what 
was then known as “union by first intention.” 
Wounds thus treated by hot water, until all 
oozing of blood and serum ceases, and the 
parts become comparatively dry and “glazed” 
(as the old surgeons talked about) unite very 
promptly, and much less serum collects be- 
tween the united surfaces. In the selection of 
suture material there has been, for many years, 
a wide difference of opinion among surgeons. 
Since 1884 I have used but 2 kinds of sutures, 
catgut and silkworm-gut; the latter as through- 
and-through sutures in laparotomy wounds, and 
catgut for everything else. It would be ideal 
surgery if we could hold the cut surfaces in 
absolute apposition, without the aid of any 
suture material at all, but inasmuch as this is 
impossible, the material which accomplishes 
the desired result with the least interference 
with rapid repair, is what the surgeon seeks. 
First of all the material must be sterile. Sec- 
ond. it should be that which is the least liable 
to become infected, if, by any chance, causes 
of infection may arise. In laparotomy wounds 
it must be material which will give support 
sufficiently long to insure complete repair, 
so that danger from subsequent hernia will 
be avoided. Catgut alone does not fulfill 
all these indications. J. Collins Warren has 
shown by practical demonstration that abso- 
lutely complete repair does not take place in 
less than 3 weeks. If this be so it would seem 
advisable and prudent to use a suture through 
the entire depth of the cut surfaces, that will 
not absorb in less than 2 weeks, at least. 
Complications, such as coughing, vomiting, 
distention by gas, and accidents that not 
infrequently occur, may strain the parts to an 
extent that may interfere with normal repair 
and scar tissue result, that will, after a time, 
become the seat of hernia. It is safe to assume 
that such a condition is in the experience of 
most surgeons. Fully impressed with the 
importance of these things, I have for many 


1 Read before the American Gynecological Society, May 7, 1907. 
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years, closed laparotomy wounds in the fol- 
lowing manner. With a long slightly curved 
needle, armed with a medium sized silkworm- 
gut, I introduce it from the peritoneum out- 
ward, through the entire wall, including not 
more than } inch of either peritoneum or skin. 
Each end of the silkworm-gut should be car- 
ried from within outward, thus requiring a 
fresh needle for the second end, although, with 
a little care, the same needle may be threaded 
with the opposite end. With the utmost care 
that can be used, it is exceedingly difficult to 
sterilize absolutely the skin except upon the 
surface, therefore the deeper layers may con- 
tain germs of a noxious character, which 
may be driven down if the needle is introduced 
from above. Stitch abscess is a not infrequent 
accident, which is probably due to this. In 
my own experience it has been almost unknown 
under this method of treatment. Silkworm- 
gut sutures should be placed about 1 inch 
apart. After these sutures are introduced, I 
use a small strong catgut to close the muscle 
and fascia, usually with a continuous suture, 
tying once at the middle, especially if the cut 
be long. Before doing this I examine care- 
fully to see that no portion of the intestine or 
omentum is caught by the silkworm suture, 
as has happened once in my own practice. 
By lifting up by the sutures and passing the 
finger under, this can be avoided. 

Many surgeons close the peritoneum by a 
small catgut suture first, and then introduce 
the silkworm suture under the muscle and 
fascia, bringing it out through the skin. By 
this means there is no danger of catching the 
intestine or omentum. Before tying the silk- 
worm sutures I usually wash the wound with a 
weak bichloride solution, followed by sterile 
water or normal salt. Great care should be 
observed in tying the silkworm sutures not 
to compress the tissues, especially the skin, 
too much. Pressure on the sides of the wound 
will approximate the walls, which will relieve 
the tension on the sutures. If the edges of the 
skin are simply brought in touch a much 
better union will result, than where the suture 
is drawn tight enough to depress the skin at 
that point. If the wound gapes between 
sutures a fine catgut over-and-over suture, 
the entire length of the wound, completely 
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closes the skin. With a thin abdominal wall, 
no intermediate sutures will be required, if 
care is taken to straighten out the wound at 
the silkworm suture points. The ends of the 
sutures should be left long to prevent them 
from being encapsulated in the edges of the 
wound. After irrigating the surface I apply 
a plain gauze, maintained in place by adhesive 
straps, from which the covering is removed 
only at the point where it comes in contact 
with the skin. In 4 or 5 days a fresh dressing 
relieves the disagreeable sensation, gives an 
opportunity to irrigate the parts, and remove 
some catgut sutures. The silkworm sutures 
should remain 2 weeks unless there are signs 
of infection. Before cutting them the surface 
should be thoroughly bathed with a bichloride 
solution, and the suture lifted to be sure that 
it can be cut below the knot. After removal 
of sutures, frequent dressings are advisable to 
prevent infection through the stitch holes. All 
pressure on the scar should be removed as 
soon as possible after complete union takes 
place. If an abdominal band is needed for 
general support, no more pressure should be 
allowed over the scar than at any other point. 
Direct pressure on a scar tends to hernia. All 
patients having an abdominal section should 
be kept in bed, at least 2 weeks, to avoid strain 
upon the wound, and thus prevent hernia. 
Aiter 3 weeks it is safe to dispense with pads, 
bandages, etc., if primary union has taken 
place. The conclusions are: 

1. Careful preparation of the wound before 
closing, removing all loose tissue, and obtain- 
ing complete arrest of hemorrhage. 

2. Through-and-through silkworm sutures, 
the needle always introduced from within out, 
to avoid carrying infective germs into the deep 
tissues. 

3. See that the omentum and coils of intes- 
tine are not caught in these sutures. 

4. Close the fascia and muscles with fine 
catgut by over-and-over suture, tying once at 
the middle. 

5. Buried sutures should be absorbable. 

6. Avoid strangulating the skin by tying the 
sutures too tight. 

7. Allow the silkworm sutures to remain 2 
weeks, cleansing the wound carefully before 
removing. 
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AFTER-TREATMENT OF ABDOMINAL SECTION? 
By J. M. BALDY, M.D. 


' ANY men of many minds” seems 
M peculiarly appropos of the after- 
treatment of patients upon whom 
abdominal section has been per- 
formed, and, from the exceeding great variety 
of methods adopted, it would almost appear 
that ‘all roads lead to Rome.” Be this as 
it may, it is certain that there is no one method 
so far superior to another, as to hold a suff- 
ciently large portion of surgeons together with 
the result of establishing the right method. 
Consequently we may fairly assume that there 
is no single method, to the exclusion of all 
others, which embraces all that is meritorious. 
It is not at all likely that surgeons would con- 
tinue in their own particular routine unless 
their results were satisfactory not only to 
themselves but to their patients, and the fact 
that so many different men do continue in so 
many different ways, is sufficient proof I think 
that there are many correct ways. And in this, 
as in so many problems in surgery, lies the 
solution of this question of after-treatment. 

What can be more diametrically opposed 
than one surgeon opening the bowels of his 
patient, by the use of a laxative and an enemata, 
within 24 hours after an operation, and an- 
other allowing the bowels to remain locked 
for from 5 to 8 days? And yet each method 
has its advantage and the result in both have 
been good in various hands. 

What more antagonistic than the feeding of 
one patient as soon as an appetite is developed, 
and the practical starvation of another (on 
slops) for an indefinite time? The free use 
of morphine and its absolute prohibition? 
The administration of a stimulant and its 
absolute refusal? The enforcement of rest 
in the dorsal position and the privilege of free 
movement? The prolonged rest in bed, and 
the enforced getting-up within from 24 hours 
to a week? The continued administration 
of drugs on every pretext, and their almost 
absolute withdrawal? And yet it must be ad- 
mitted that all of these methods, diametrically 


opposed as they are, have been used with the 
utmost success and will continue to be so used. 

Personally I have been guilty of employing 
all these methods from time to time, and, if my 
surgical experience has taught me anything, 
it has taught me this, namely, in the routine 
case, if my surgery has been satisfactory and 
my patient has gone from the operating table 
free from sepsis, hemorrhage, and shock, the 
after-treatment is of little importance as far as 
recovering from the surgery is concerned; it 
is principally of importance as to the relative 
comfort of the patient. What to me formerly 
appeared of great moment is now, in the light 
of a wider experience, amusing, and the petty 
details being continually threshed over seems 
like making “mountains out of a mole hill.” 

Simplicity is the key-note of surgical work: 
as few assistants, as few instruments, as few 
sponges, as it is possible to work with and work 
effectively. So it is in the after-treatment. 
The key-note here is to do as little as possible 
ourselves, to allow our patients to do as much 
as they choose; and when we do.act to follow 
as closely as possible in the lines indicated by 
nature. 

I have found after the administration of 
ether, a patient is both thirsty and sick at the 
stomach, and anything placed in the stomach, 
even of the mildest sort, will further irritate 
that organ. Rest and time are the great 
panaceas; consequently thirst is quenched by 
rectal enemata of warm water often repeated 
—nothing is administered by mouth, neither 
food, nor drink, nor ice, nor medicine. By the 
end of 24 hours nature has asserted herself, 
the irritation of the stomach has passed, the 
thirst is quenched and the stomach is ready to 
digest and absorb. By this time the sting of 
the pain from the operation is considerably 
abated, and the patient is chafing under the 
enforced dorsal position. What is to prohibit 
her drawing up her knees, shifting her body 
or turning on her side? Absolutely nothing. 
She desires to do it, and if her desires are not 


1 Read before the American Gynecological Society, May 7, 1907. 
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humored she will only suffer the more physic- 
ally and mentally. Turning will do no harm, 
will rest, will relieve anxiety and will often 
dissipate pain by encouraging peristalsis and 
the passage of flatus. If a patient has an appe- 
tite and desires something to eat, why deny 
it or why make her swallow slops when she 
craves solids? In all seriousness what is there 
48 hours after an operation in the routine 
case which prohibits the eating of anything 
a person craves? I know of nothing and con- 
sequently allow nature to dictate in all these 
matters. 

Whether or not opium is harmful in full 
doses does not interest me much; as a very 
moderate dose or two in the shape of morphia 
relieves the primary sting of the operation; 
takes away the memory of the horror of the 
first long unending night; its bad effects, if any, 
are so far outweighed by its beneficial action 
that I like to use it. 

Ordinarily most people feel well when their 
bowels are moved daily, and there is no excep- 
tion to this when one is sick. Because one 
gets well and has not much tympany when the 
bowels are kept locked, is no reason why we 
should violate the laws of nature, when we 
know nature has at this time the extra burden 
of two extraneous and noxious substances, 
which may with benefit be thrown off — ether 
and opium. TI see no reason why a bed-ridden 
person should be allowed to accumulate and 
absorb ptomaines and noxious substances, any 
more than a well one. The effect of the first 
movement of the bowels on the patient is 
most marked for the better, and the earlier this 
is secured the sooner is the patient off the sur- 
geon’s mind. 

The question of catheterization is merely 
one of good nursing, once or twice after leaving 
the operating table is the limit of allowance; 
oftener than this should mean a change of 
nurses. 

There is probably no great advantage in 
keeping the routine patient in bed longer than 
2 weeks, and there is a growing tendency 
towards lessening this time. As far as surgery 
is concerned this practice is perfectly rational. 
Wounds in other parts of the body heal up 
soundly in this space of time, and if anything, 
peritoneal wounds heal more quickly. In 
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many cases of abdominal surgery, however, 
there is a two-fold object to be obtained. This 
is peculiarly so in the class of chronic or semi- 
chronic cases so often dealt with by gynec- 
ologists. A very large percentage of these 
patients — especially the hospital cases — are 
broken-down, neurasthenic, half-starved, illy- 
nourished, sexually-abused women and the 
surgery is only a first step towards their recov- 
ery. Very many of these women, especially 
those operated upon for cystic ovaries, dis- 
placed uteri, torsion of the tube, and chronic 
appendicitis, or appendicial colic, would be 
very materially benefited without an operation 
at all. In such cases an operation followed 
by an enforced getting up in 2 weeks is irra- 
tional, and in 24 hours is brutal. What these 
people need most of all is rest — physical, 
dietetic and mental. 

Prolonged absolute rest in bed has no dan- 
gers attached to it in spite of the recent arbi- 
trary dictum of surgeons. The assertions as 
to the dangers of thrombus or embolus and 
phlebitis, from the recumbent position, are 
absurdities, not borne out in the slightest 
degree by my own experience, nor has any 
surgeon yet adduced a proof of sufficient 
weight to be taken seriously. I care for no 
man’s opinion if he is unable to accompany 
it by proof which appeals to my reason. I 
have been sufficiently interested in this subject 
to investigate the experience of that body of 
specialists who deal to an enormous extent 
with patients in a recumbent position, and who 
are most competent to speak on the subject, 
the neurologists. 

Following rest cure of from 2 weeks to 3 
months and longer, Dr. Charles K. Mills has 
never seen a case of phlebitis. Dr. Wharton 
Sinkler never saw and never heard of a case. 
Dr. Weir Mitchell and his son, Dr. John K. 
Mitchell, have seen but 1 or 2 cases from well- 
defined causes. Dr. Francis X. Dercum has 
seen 2 cases in men; one gouty, one syphilitic. 

If the recumbent position was a factor in 
the production of phlebitis, the observations 
of these gentlemen would surely have given 
some indication of it. It being as it is, I think 
we are perfectly safe in rejecting the theory 
that a few weeks quiet in bed is of any serious 
import in the convalescence of our patients, 
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especially when these weeks of careful feeding 
and nursing and rest are productive of a very 
great amount of good health such as many of 
these people have not known for years. 

I admit that a surgical case may be got out 
of bed and home in a week or 10 days, but 
I deny that this is best for them, or that this 
means that their convalescence has been more 
rapid. Our aim should not be to get them 
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home in the quickest possible time, but to give 
them the best amount of stored up health and 
energy with which successfully to meet the 
future. One who has got out of bed with 
health fully restored is surely more competent 
to meet the necessities of every day’s living 
than one who has been quickly put upon 
his feet, with little regard to his general 
condition. 





HOW LONG MUST PATIENTS OBSERVE ABSOLUTE REST IN BED 
AFTER ABDOMINAL OPERATIONS?! 


By H. J. BOLDT, M.D., New Yorx 


Tee the day for a radical change in the 


after-treatment of patients, upon whom 

abdominal operations have been done, 

is not far distant, is evident from the 
attention that this subject has recently attracted. 
The communications that I have received re- 
garding the matter have been numerous, and 
from some of them it is evident that my posi- 
tion, as to the length of time that patients 
must remain in bed, is not quite clear to cer- 
tain members of the profession, who are under 
the impression that the practice of letting 
patients out of bed within 24 hours is invaria- 
bly followed. I have never said that I always let 
my patients out of bed within 24 hours, and I 
thought that my method had been fully ex- 
plained in an article in the New York Medical 
Journal, January 26, 1907, in which I showed 
that a routine procedure is never followed. 
The article referred merely to what might be 
done under favorable circumstances, and I do 
not wish to give the erroneous impression that 
I am unduly enthusiastic upon this topic. 

On the contrary, one should and must use 
discretion in adapting the after-treatment to 
the requirements of individual cases, and in 
deciding to what extent the treatment now 
generally in vogue may be modified. A pa- 
tient who vomits frequently should not be in- 
duced to get out of bed, nor should one whose 
pulse is arrhythmic or unusually rapid, or 
whose temperature is much above the normal. 


If, however, the condition is favorable, the 
mere fact that an abdominal operation has been 
done need not deter us from endeavoring to 
get the patient out of bed as soon as the effects 
of the anesthetic have fully passed off. I em- 
phasize the necessity of seeing that, when this 
method of treatment is used, the abdominal 
wound shall be properly sutured in layers, as 
described in the article to which reference has 
been made, and catgut, which can in every re- 
spect be depended upon, shall be used through- 
out; furthermore, it is absolutely imperative 
that a properly adjusted Scultetus binder, 
made of oxide of zinc plaster, shall be applied. 
I am even more convinced of the necessity of 
the binder than I was at the time when the 
paper referred to was read before the Southern 
Surgical and Gynecological Society, because 
of an unfortunate mishap, the details of which 
I will narrate. 

Until that occurrence, there had not been in 
my experience a single instance of unfavorable 
result that could be attributed to the early ris- 
ing from bed. I stated in my paper that the 
wound would be absolutely secure from any 
accident if such a Scultetus binder was applied, 
but I should have added, “provided that the 
plaster is trustworthy in its adherent qualities.” 
I had, up to the time of this accident, always 
used plaster made by a very reliable firm, when 
in one of the hospitals where I operate a new 
supply of plaster was obtained, but, as I later 


; 1 Read before the American Gynecological Society, May 8, 1907. 
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learned, from another firm. It was noticed, 
by my assistants and myself, that this new plas- 
ter was not of the same good quality as the 
plaster previously used, and that it later be- 
came necessary to reinforce the Scultetus 
bandage on a number of patients, and to renew 
the bandage sooner than had been the case with 
the plaster formerly used. Unfortunately, I 
did not fully realize the gravity of using the 
inferior quality of the plaster, so that the care- 
lessness of the manufacturer resulted seriously 
in the case of an abdominal hysterectomy for 
a myofibroma. The tumor was a cervical 
myoma, 6 inches in diameter, which caused 
pressure symptoms and atypical bleeding. The 
operation was no more difficult than is usual 
in cervical neoplasms of this nature. The 
woman was out of bed on the second day, and 
every day thereafter, until the accident was 
noticed. A bronchial catarrh, which she had 
had before the operation was undertaken 
caused considerable annoyance from coughing. 
On the afternoon of the sixth day my house 
surgeon informed me that the patient, who up 
to that time had been in good condition, except 
for the anemia caused by the atypical bleeding, 
and the bronchial catarrh, was not so well, 
and that her temperature had risen, so that 
he suspected suppuration of the wound. He 
took off the cloth binder and found that the 
plaster binder, having become loosened, had 
slipped. He removed the plaster and found 
that the entire wound had burst open, and that 
coils of intestine had been extruded between 
the edges of the wound. How long this con- 
dition had existed I do not know, but when the 
woman was on the table to have a reclosure 
made by me, the intestinal coils that were pro- 
truding from the wound were covered with 
lymph exudate, and were adherent to the edges 
of the wound. The wound was closed again 
with interrupted silkworm sutures and the 
patient was put to bed. She was then in 
poor condition, and death took place on the 
following day. The suturing at the time of 
operation had been done with the customary 
care. I believe that this deplorable incident 
should suffice to settle the question as to 
whether or not it is safe to permit a patient 
to rise from bed, soon after an abdominal 
section, without a trustworthy plaster binder. 
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It is safe and beneficial to let a patient out 
of bed as early after an abdominal operation 
as is consistent with her general condition; 
not after slight operations alone, but also after 
the most extensive operations. Operations 
of such magnitude that the recovery of the 
patient is doubtful, show the most gratifying 
results and the most astonishing rapidity in 
convalescence, if the patients are got out of bed 
within 24 to 48 hours. The early mobility 
induces better assimilation of food and makes 
circulatory disturbances less likely; hence, 
there is less danger of thrombosis and its 
consequences, and less danger of pulmonary 
complications, which latter are of particular 
significance in the case of patients advanced 
in years. There is earlier intestinal peristalsis, 
which makes intestinal adhesions less likely 
than in patients who are kept in the recumbent 
position; and consequently also earlier spon- 
taneous action of the bowels. The better 
assimilation of food makes it possible for us to 
begin with a generous mixed diet, as soon 
after operation as the patient has recovered 
from the effects of the anesthetic, unless there 
is some contraindication. If there is no 
special reason for inducing an action of the 
bowels earlier than on the fourth or fifth day, 
the use of enemata or cathartics should be 
omitted until then, as a spontaneous action 
usually takes place about 
this time. 

There are some patients 
whose operations are such 
that it is likely that oozing 
from torn surface adhesions 
will occur; or perhaps peri- 
tonitis existed before the 
operation or may ensue sub- 
sequently, as from the soil- 
ing of the peritoneum with 
pus. These patients are 
kept in bed, with the head 
of the bed raised so as to 
obtain trunk elevation, as 
recommended by the late 
Dr. George R. Fowler for = ; 
diffuse peritonitis, I em- "SYS ERERCONY. 
ploy for this purpose a bed lifter that was 
made for me; it works on the cogwheel sys- 
tem, so that the patient may be elevated or 
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lowered without any exertion on her part or 
that of the attendant (see cut). Such elevation 
permits of free vaginal drainage, but if such 
drainage is not provided for by means of a 
panhysterectomy or an incision in the posterior 
vault, the accumulation of fluid in the cul-de- 
sac has a tendency to remain localized. 

There are also patients, about 10 or 15 per 
cent, for whom early rising from bed is not de- 
sirable; for these it will be found beneficial, 
if the general condition does not contraindicate 
it, to recommend light calisthenic exercise 
with their lower and upper extremities while 
in bed, for a few minutes at frequent inter- 
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vals. This has a tendency to improve the cir- 
culation. 

It is essential that the abdominal wound be 
properly sutured, and no better closure than 
the tier method, with overlapping of the fascia 
as devised by Noble, can be employed for this 
purpose, with the use of trustworthy catgut for 
sutures. . 

It is unnecessary to go into the full details 
of this subject again, this having been done 
in the article quoted. At the present time I 
desire only to emphasize the fact that early 
mobility of patients after abdominal section 
is superior to compulsory rest in bed. 





ESERIN SALICYLATE AS A PROPHYLACTIC AGAINST ATONY OF 
THE BOWELS'! 
By HIRAM N. VINEBERG, M.D., 


otomy is the symptom, par excellence, 
that causes the greatest discomfort 
to the patient and the greatest anxiety 
to the operator. The anxiety to the operator 
comes from the circumstance that at the outset 
he is in doubt whether the atony of the intes- 
tines be a mere temporary condition, or is the 
danger signal of an impending general perito- 
nitis which he knows, in most instances, will 
prove fatal, do what he will or if he do nothing. 
Every operator knows what a source of com- 
fort it is to him, as well as a relief to his patient, 
when flatus is beginning to be expelled freely 
through the anus. It must be admitted, how- 
ever, that as one becomes more experienced 
in his work, and improves his technique, he 
meets with fewer cases of alarming abdominal 
distention. One operator will attribute this 
to his caré in preparing the patient by violent 
purging and low diet for a couple of days or a 
week before operation. Another will attribute 
it to his lack of preparatory purgation. A third 
to his giving the patient a purgative immedi- 
ately before, or right after, the operation. 
In my opinion none of these factors play 
a very important réle. In my work I have 


A BDOMINAL distention after a lapar- 


run through the gamut of all of these, and it 
did not seem to me that any of them had any 
very marked influence in that respect. Of 
course it is important at the time of operating 
to have the intestines in a fairly empty condi- 
tion so that they may be easier kept out of the 
way. Still many of my cases that have had 
the least distention have been the cases that 
I had been compelled, on account of urgency, 
to operate without even giving a preparatory 
enema. 

I think most of us have arrived at the con- 
viction that what occurs during the operation 
is vastly more important regarding subsequent 
distention than any method of preparatory 
treatment, or to the administration of a purga- 
tive on the operating table or a few hours later. 
The employment of rubber gloves, gentleness 
in manipulation, thorough aseptic suture, and 
ligature material, warm, moist pads to protect 
the intestines, are, in my opinion, the factors 
that contribute to fewer cases of so-called ileus. 
Nevertheless, it must be recognized that in 
every abdominal section, no matter how skill- 
ful and expert the operator, or how careful and 
thorough the asepsis has been carried out, con- 
ditions are present that lead to more or less 


1 Read before the American Gynecological Society, May 7, 1907. 
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intestinal atony. Zuntz” has shown by ex- 
periments on lower animals, that the narcosis, 
of itself, if continued for any length of time, 
will be followed by marked meteorism. He 
has also shown that a great part of the intes- 
tinal gas is absorbed by the vessels of the 
bowels, and is thrown off with the expired air. 
He holds that disturbances of the circulation 
in the intestinal wall will prevent absorption 
of the gases, and this causes meteorism. Hence 
he says it occurs in collapse, in febrile disease, 
in peritonitis, and in acute chronic disturbances 
of the circulation of the portal system. 

Kader,!* by a series of well conducted ex- 
periments, has demonstrated the correctness 
of these views. If a loop of intestines be ligated 
in 2 places slight meteorisms only follow after 
a lapse of 2 or 3 days. But if the ligation be 
made to include the mesentery, or if the mes- 
enteric vessels be alone ligated, without any 
constriction of the bowels, marked meteorism 
occurs in a few hours causing the bowels to be 
enormously distended. This distention fur- 
ther interferes with the blood supply of the gut. 
The numerous pathogenic microbes contained 
in the bowels can now easily penetrate the 
poorly nourished wall, entering the peritoneal 
cavity, and setting up a more or less extensive 
peritonitis. In this way a vicious circle is 
formed. It is held that any manipulation of 
the abdominal contents will be followed by 
meteorism to a greater or less degree, through 
a reflex action of the splanchnic nerves. We 
see thus that in every abdominal section there 
are at least 2 conditions — narcosis and irrita- 
tion of the splanchnic nerve — that contribute 
to atony of the intestines. The third condi- 
tion is often inevitable in gynecologic surgery 
when one is dealing with extensively diseased 
adnexa. 

Early in my work I had learned that when 
operating for a badly adherent pyosalpinx, on 
the left side, the case was more likely to go 
badly than when operating for the same condi- 
tion on the right side. This I recognized to 
be due to the fact that in enucleating the left 
pyosalpinx the mesentery of the sigmoid fre- 
quently was unavoidably injured, for the mass 
often lay imbedded in it to a greater or less 
extent. It has, therefore, been my custom 
for years, in operating for left-side pyosalpinx, 
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to pay particular attention to the mesentery of 
the sigmoid, and this attention has been re- 
warded by an improvement in my death rate. 

So able and careful an observer as Ols- 
hausen ‘ has asserted that meteorism, per se, 
may lead to a fatal termination. 

Maragliano,® in a series of cases, reported 
5 fatal cases after aseptic laparotomies in which 
at the autopsy not a trace of peritonitis was 
found. For the purpose of this communication 
it will be practicable to accept v. Mikulicz’! 
division of ileus into 3 groups: (1) Stran- 
gulation, (2) obturation ileus or mechanical 
obstruction, (3) paralytic ileus. Strangulation 
ileus is a mechanical condition caused by 
the tendency the peritoneum has to form 
adhesions after a laparotomy has been per- 
formed. Obturation ileus has also been desig- 
nated as dynamic or spastic ileus, inasmuch 
as the obstruction is due to a spastic contrac- 
tion of the circular muscular layer of the gut 
which according to Leube ** is caused by a par- 
tial cramp, and not by a paralysis, as had been 
asserted. If it occurs shortly after an abdominal 
section, it is generally due to an extension of 
the intraperitoneal inflammatory process to 
the intestinal wall itself. 

Paralytic and post-operative ileus is the 
variety that concerns us most in this paper. 
It is the form that is said to occur to a greater 
or less extent after every abdominal section. 
According to Pankow,? after every opening 
of the peritoneal cavity the intestines are in a 
condition of atony for a period lasting from 
3 to 4 hours. If there has been undue roughness 
in handling the intestines, or if there has been 
undue traction on the mesentery, or if the 
intestines have been exposed for a long time 
to the air, the period of atony may be increased 
indefinitely. Where the atony has existed for 
some time, and the distention has become very 
marked, changes in the intestinal wall take 
place as has been demonstrated by Offergeld ** 
in his experimental researches. This observer 
employed rabbits, guinea-pigs and small dogs. 
After distending the intestines with air, through 
a tube inserted in the rectum, the animal was 
either killed or died if left to itself. Pieces from 
the various parts of the intestinal tract were 
excised and examined microscopically. The per- 
itoneum was found separated from the muscular 
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layer, and in the interspace were found fine 
air bubbles and numerous rod-shaped _bac- 
teria. The two muscular layers were readily 
distinguishable. No evidences of edema or 
inflammation were present, but small ruptures 
were detected in them. The blood-vessels 
were contracted but showed no other changes. 
The submucous layer showed small defects. 
The mucosa was found altered, its stroma had 
undergone softening, and there was an infil- 
tration with young red cells. The vessels of 
the mucosa were markedly tortuous. Similar 
changes, though not to the same marked degree, 
were found in the lymph vessels. The epithelia 
themselves seemed to have lost their continuity, 
and here and there small ruptures were found. 

These experiments confirm our clinical ex- 
periences regarding abdominal distention, and 
demonstrate the importance of preventive 
measures. How various the means and drugs 
are that different operators employ to accom- 
plish this we have already touched upon. The 
active principles of calaber bean (eserin) is 
amongst the latest drugs for this purpose to 
which the attention of the profession has been 
drawn. Physostigmum or eserin had been 


used for many years in veterinary medicine as 


a remedy in colic, particularly in that occurring 
in the horse. In 1901 v. Noorden® admin- 
istered this drug to the human being in a case 
of intestinal obstruction, and later gave it in 
other cases of meteorism. He published an 
enthusiastic report of its value in human med- 
icine. Sifce the publication of v. Noorden’s 
short paper, so much has been written on 
the physiologic and toxic properties of eser- 
in, that we need not enter into a lengthy 
description of them here. 

Harnak? and Witowsky,* who had made 
extensive researches of the properties of eserin, 
state that it has a stimulating effect upon the 
muscular coats of the intestines, increasing 
peristalsis and, in larger doses, causing a tetanic 
condition. They claim for it also a direct 
stimulating effect upon the heart. 

Traversa, ° by a number of well-conducted 
experiments, has shown that eserin acts 
peripherally on the motor apparatus of the 
intestinal canal. Its effects were observed 
even where the medulla, vagus, sympathetic 
and celiac ganglia, were excluded. 
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Offergeld * artificially distended the intes- 
tines of rabbits, guinea-pigs, and small dogs, 
and if the animals were left to themselves they 
soon died. But if eserin were given hypoder- 
mically there would be a copious discharge of 
liquid feces, and the animals would recover 
rapidly. A. Oppenheim ‘‘ made similar experi- 
ments, inflating ‘the intestines to such an 
extent that the heart’s action was interfered 
with, and death would ensue in a few minutes 
if the animal was left to itself. A subcutaneous 
injection of eserin in these conditions would 
seem only to hasten death, but if an anus pre- 
ternaturalis were made, and the pressure upon 
the heart thus relieved, the administration of 
eserin would produce a free discharge of liquid 
feces through the artificial anus, and there 
would also occur an evacuation of feces through 
the natural anus. Oppenheim“ concludes 
from these experiments that eserin is con- 
traindicated in very marked distention, with 
a very high position of the diaphragm. He 
holds that it is further contraindicated in this 
condition from the action of eserin upon the 
unstriped muscles of the bronchi, which might 
lead to respiratory death. He would not con- 
sider it safe, therefore, to administer the drug 
when the distention is very great and has 
continued for some time. 

K. Vogel,® early in 1904, made use of hypo- 
dermic injections of eserin in abdominal sec- 
tions, immediately after the operation, as a 
prophylactic against subsequent intestinal dis- 
tension. He made the claim for it also that 
it prevented adhesions, and cites a case in 
support of this view. We must confess that 
the case is far from conclusive. Before him 
Arndt *° had employed the drug subcutaneous- 
ly but not as a prophylactic, only as a remedy 
for the relief of meteorism following laparot- 
omy. He asserts that he had never seen the 
untoward effects from its administration in 
marked meteorism, to which Oppenheim “ 
had drawn attention. He reports a number 
of cases that were promptly relieved. 

Pankow ? did not obtain any good results 
from this drug. He quotes Professor Kionka 
who states that the action of eserin lasts only 
3 or 4 hours. If given right after operation, 
and if effectual, flatus should be expelled 
within 4 hours. In 20 laparotomies in which 
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he had given the drug as recommended by 
Vogel,® in only one case was flatus expelled 
within 4 hours. In another series of cases 
without eserin, flatus was expelled as early as 
in the cases in which it was given. He further 
criticizes Vogel’s results in that in addition to 
eserin enemata and high injections with salt- 
solution were employed. 

It is instructive to note the experience gained 
in the Universitat Frauenklinik of Jena where 
Pankow made his observations. Formerly it 
was the custom there to put the patients through 
a long preparatory treatment by free purga- 
tion and partial starvation. Alarming meteor- 
ism was very common, and some of the 
patients succumbed to this complication, inde- 
pendent of peritonitis or adhesions, an obser- 
vation made also by Olshausen. For some 
time past the preparation of the patient at this 
clinic has been of the simplest. The patients 
are allowed full diet until the evening prior 
to the day of the operation. Strong purga- 
tives are never given. Each patient on the 
evening prior to the operation receives only an 
enema of soap-suds water. Only when marked 
and obstinate constipation had existed, a 
tablespoonful of castor oil is given the day 
before the operation. As a consequence of 
this simpler method of preparation, marked 
meteorism is less frequently encountered after 
laparotomies, and at the time of operation 
the intestines are seldom found distended. 
The patient’s vitality is not lowered by starva- 
tion and too violent purging. We are firmly 
convinced of the soundness of these views, 
and we have long thought that the preparatory 
treatment carried out, as a routine, in many 
of our hospitals, was entirely too vigorous, and 
frequently favored just what it was supposed to 
prevent. 

About a year ago Dr. Charles A. Elsberg, 
adjunct surgeon to Mount Sinai Hospital, 
introduced into the second surgical service 
of the hospital the treatment of hypodermic 
injections of eserin salicylate, with the initial 
hypodermic of morphine in cases of abdom- 
inal sections, immediately after the operation, 
as a prophylactic against intestinal distension. 
The treatment was adopted in our service in 
the hospital shortly afterward. It is my pur- 
pose in this paper to give an unbiased opinion 
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as to the value of the treatment, though I con- 
fess at the outset this is not an easy matter 
considering the nature of the subject. In 
endeavoring to arrive at an opinion I had inter- 
rogated the intern staff and the head nurses, who 
seeing the patients at all hours are in a better 
position to estimate the results from such a 
line of treatment. I may say here that both 
the nurses and the members of the intern staff 
were very enthusiastic in favor of the drug. 
For a time the same head nurse, a competent 
woman, had charge of both gynecologic ser- 
vices in the same ward. In our service eserin 
was given as indicated, in the other service it 
was not. The nurse was very emphatic that 
the patients in our service suffered very much 
less from the discomfort of abdominal disten- 
tion after laparotomies, than they did in the 
contemporaneous and adjoining service. 

I have gone over the records of the cases of 
abdominal section from the time the treat- 
ment was installed until December 1, 1906, 
a period of about 8 months. It is our custom 
not to give a purgative (usually calomel), until 
the fourth day after operation. If there is any 
discomfort from distention before that, a low 
or a high enema is given and repeated as 
often as is found necessary. Eserin was 
given, with the inital dose of morphine, just 
as the patient was coming out of the anesthetic, 
in 37 cases. In 15 of these cases no enema 
was found necessary before the day for calomel. 
In one case flatus was expelled spontancously 
in 30 hours; in 4 cases an enema was given in 
24 hours; in 3 cases in 30 hours; in 3 cases in 42 
hours; in 7 cases in 48 hours; in 3 cases in 
72 hours. 

During the same period there were 55 cases 
in which eserin was not administered with the 
initial hypodermic of morphia, nor at any other 
time. It is fair to state that most of these were 
my private patients, provided for the most part 
with special nurses, who would be on the alert 
to note any discomfort on the part of the 
patient. Such a patient would in all likelihood 
receive an enema earlier than she would if she 
were in the public ward, where one nurse has 
to attend to probably 6 patients. Of these 
55 cases 6 required no enema, before the day 
for calomel, 6 expelled flatus spontaneously, 
that is, on the insertion of a rectal tube within 
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from 20 to 30 hours after operation. In 9 
cases an enema was given in 24 hours, in 18 
cases in 48 hours, and in 12 cases in 72 hours. 

It will thus be seen that the data are in 
favor of the eserin treatment, as a much larger 
percentage of cases did not call for relief for 
distention by enemata. Nevertheless, I am 
not fully convinced in my own mind as to the 
value of the eserin treatment as a prophylactic 
against intestinal distention. For a time I 
would have in the ward, side by side, for the 
purpose of comparison, cases with eserin and 
cases without eserin, which were as nearly 
alike as it is possible to have in one’s daily work. 
It was difficult for me to determine in these 
cases any difference in the distention. Of 
this I am fully convinced that in some cases the 
eserin treatment has absolutely no effect as a 
preventive. This applies to cases other than 
those in which the abdominal distention is 
chiefly due to an over-filled and distended 
stomach, and in which we would not expect 
any results from eserin as pointed out by 
Arndt.'® On the other hand, a single dose of 


eserin, given right after the conclusion of the 
operation, does not, in my opinion, carry with 
it the dangers that have been drawn attention 


to by Offergeld * and Oppenheim.'* These 
observers assert that eserin would be danger- 
ous in the presence of a small, and not recog- 
nizable injury to the intestine, inflicted during 
the operation. The peristalsis evoked by the 
eserin, in such a contingency, might be at- 
tended with harmful and even fatal results. 
In our service the eserin treatment was ad- 
ministered indiscriminately, in cases of badly 
diseased adnexa with extensive intestinal ad- 
hesions, as well as cases without adhesions. 
I am not cognizant of a single instance in 
which any harm came from the treatment. 
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We can, however, see that harm might ensue 
if the drug were given in cases where meteorism 
was already present, and if it were due to a 
mechanical obstruction or to a localized or 
general peritonitis. In Offergeld’s * experi- 
ments on the lower animals, the adminis- 
tration of eserin in mechanical obstruction, 
caused rupture of the intestine. When he 
gave it in artificially produced peritonitis, 
there would often follow a discharge of flatus 
and liquid stool, but the animal would die 
sooner than if eserin had not been given. 

To sum up, the eserin treatment as a pro- 
phylactic as outlined in this paper, seems to be 
free from danger and is worthy of an extended 
trial. Thus far the evidences are in favor 
of its being of some value. It would seem to 
be of especial value to counteract the probable 
paralyzing effect upon the intestine by the 
morphine which most patients need during 
the first few hours after a laparotomy. 
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AFTER-TREATMENT OF ABDOMINAL SECTIONS‘ 


By A. LAPTHORN SMITH, B.A., M.D., M.R.C.S., Montreat, CANADA, AND ENGLAND 
Fellow of the American, British, and Italian, Gynecological Societies; Surgeon-in-Chief of the Samaritan Hospital for Women, and Gynecologist 
to the Western General Hospital, and to the Montreal Dispensary; Consulting Gynecologist to the Womens’ Hospital, Ex- 
Professor of Gynecology in Bishop’s University, and in the University of Vermont. 


LTHOUGH the after-treatment of 
A abdominal sections is important, the 
writer is rather inclined to agree with 

some one who said several years ago, 

that the fate of the patient is sealed with the 
closing of the wound and her removal from 
the table. This is even more true now than it 
was ten years ago, for, owing to the better 
preparation of the patient and the Trendelen- 
burg posture, combined with greater speed in 
operating, the after-treatment in the majority 
of cases gives us very little anxiety. Twenty 
years ago the intestines were exposed on the 
abdomen for an hour or more, during all of 
which time they were not only handled a good 
deal, but they were alternately heated and 
cooled by evaporating lotions in the form oi 
towels wrung out of hot water. Now the 
much better preparation of the intestines by 
the nurses before the operation, and the Tren- 


delenburg posture, allows them to drop out of 
sight under the diaphragm, so that in the 
majority of even the most serious cases we 
hardly see them, much less take them out 


of the abdominal cavity. This of course 
means much less distention, which is largely 
due to intestinal paresis; but this latter con- 
dition has also been greatly lessened by the 
use of strychnine for a few days before and 
after the operation. 

There is another reason why the after- 
treatment gives us much less anxiety now 
than formerly, namely the earlier diagnosing 
and operating, by which whole classes of 
cases require shorter and easier operations, 
and consequently make smoother and speedier 
recoveries. 

Notwithstanding these and many other 
reasons for the need of less after-treatment, 
we still have cases, now and then, in which 
the after-treatment plays a very important réle, 
and it simplifies matters very much to crys- 
tallize our experiences into a set of rules, 


which our nurses can carry out as a matter of 
course. This the writer has done at the various 
hospitals at which he operates, and although 
the house surgeon and head nurse have author- 
ity to use their judgment in varying the after- 
treatment a little, this they seldom have 
occasion to do. 

The management of the stomach is as 
follows: Nothing whatever is allowed to enter 
it during the first 24 hours. If the retching 
is very severe, and nothing comes up, we 
sometimes give the patient 2 or 3 tumblers 
of hot water with a few soda-mint tablets dis- 
solved in them, for the purpose of washing 
out the stomach. When this has been brought 
up the vomiting generally stops. Whether it 
does or not no more water is given until the 
end of 24 hours. The intolerable thirst which 
patients used to suffer no longer troubles them, 
for here again it has been forestalled by giv- 
ing them copious draughts of water the day 
before. Besides there is less indiscriminate 
purging with Epsom salts, from which I have 
seen at least one patient die in the old days. 
Then again most of our operations, even 
hysterectomies, are practically bloodless, the 
Trendelenburg position enabling us to see 
what we are doing, so that we tie or clamp 
everything before we cut it. This has con- 
tributed to diminish thirst. When we have 
a bad case, where there has been much hem- 
orrhage, we put 2 or 3 quarts of normal salt- 
solution into the peritoneal cavity, which is 
absorbed and satisfies thirst as well as if taken 
by the mouth. Most operators also prevent 
thirst by salt-solution enemas, a cupful or 8 
ounces every 4 hours. By raising the foot of 
the bed and also by giving them very slowly, 
the fountain syringe being hung only a few 
inches higher than the rectum, it is more likely 
to be retained. If the rectum is too irritable 
to tolerate it, and the pulse is weak, and it is 
really important that it should be retained, we 


1 Read before the American Gynecological Association, May 7, 1907 
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can quiet the rectum by injecting into it 5 or 10 
drops of laudanum mixed in an ounce of 
cooked starch. 

li the vomiting is very troublesome we 
have 3 other simple means of arresting it. 
First, we may put a towel wrung out of ice 
water, and folded over and over until it is about 
4 by 6 inches in size, on the throat, and change 
it every quarter of an hour or oftener. Second, 
we may try a mustard plaster at the pit of the 
stomach. But what I have found the best of 
all is our mist. rhei et sod which contains 10 
drops of spirits of chloroform to the dose. 
We begin with a teaspoonful every 2 hours 
and, although the first few may be rejected, a 
little will remain down and soothe the stomach 
for the next, and before long we can give 
a tablespoonful 3 times a day, which will 
neutralize the acidity of the secretions, and 
clean the tongue more quickly than anything 
else, except calomel, of which we generally 
give ,') grain every hour. 

For those who have an especial repugnance 
to rhubarb and soda, Vichy water is a good 
substitute, and is greatly relished by the 
patients. We must take care, however, to 


allow most of the gas to escape first, and not 


to give it too cold. The second 24 hours the 
patients can have hot water ad libitum; if 
they dislike plain hot water it may be flavored 
with extract of beef, or tea, or lemon, or sugar. 
Of course there is no nourishment in any form 
of beef tea, at best it is a mild stimulant but 
not to be relied upon. By the end of the 
second 24 hours the nausea is over, patients 
are no longer thirsty but they begin to be hun- 
gry. I have found water gruel, salted, sweet- 
ened, and flavored with nutmeg, cinnamon, 
lemon, or vanilla, to be the best diet for the 
third day. But it is of great importance not 
to make it with milk; in fact we take great 
pains to impress upon our nurses that no 
milk must be given during the first week. 
Even in the tea we give a little cream. Why? 
Because distention is one of our greatest bug- 
bears and milk ferments more quickly than 
anything else. By the end of the third day 
a different kind of porridge for each day in the 
week may be begun, and all kinds of fari- 
naceous puddings. By the end of the fourth 
day we allow, in addition, unlimited quan- 
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tities of toast and bread and butter; and by 
the end of the first week she is having every- 
thing except meat. By the end of the second 
week she is having full diet. 

The Care of the Bowels. The after-treat- 
ment of the bowels requires careful attention. 
The more trouble the nurse has taken in 
preparing them before the operation, the less 
trouble they will give afterwards. 

In justice to both patient and nurse the 
doctor should insist upon the patient being 
in bed in the hospital at least 48 hours before 
the time fixed for the operation, except, of 
course, in emergency cases. If this is done, 
the nurse can have the intestines so empty of 
food and gas, that when the incision is made 
and air rushes in, they disappear under the 
diaphragm, and, after a flat gauze-pad has 
been placed over them, they are not seen 
again during the rest of the operation. In 
such a case the bowels will require very little 
after-treatment. As there will be nothing in 
them, for the first few days, there will be no 
need of purgatives. A soap-suds enema every 
morning will bring away a little gas and make 
the patient feel more comfortable. 

In many cases, thanks to the thirtieth of 
strychnine 3 times a day, before and after 
the operation, the gas will be expelled without 
any help, although in others a rectal tube 
left in for a few hours is necessary. Another 
thing which has made the after-treatment of 
the bowels much easier is the withholding of 
large quantities of morphine. Now we give 
a quarter immediately after the operation, or 
as soon as she wakes up, and another late that 
night, and that is usually all that will be re- 
quired. Even these 2 small doses are enough 
to coat the tongue and cause a little disten- 
tion and pain, but the rhubarb and soda mix- 
ture, which contains calumba and cardamom 
soon remedies that. If the patient receives three 
or four half grains of morphine she is almost 
sure to have distention pain. In fact patients 
used to suffer more pain from the morphine 
than they did from the operation. After the 
bowels have something in them to work upon, 
we give the patient 1 or 2 compound cathartic 
pills every night, beginning about the fifth night. 
The same objection does not apply to cream 
as to milk, so that we may allow a little cream 
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in the tea, coffee, porridge, and farinaceous 
puddings, and with fruit. 

Position. The most comfortable position 
after a laparotomy is on the side, with the 
knees drawn up almost to the chin. This 
takes the tension completely off the abdominal 
muscles and off the stitches uniting them. 
If the patient prefers to lie upon the back the 
shoulders should be raised on pillows, and the 
knees supported on a knee-rest which is better 
than pillows. In case of great loss of blood, as 
after ruptured tubal pregnancy, we may have 
to lower the head and raise the foot of the bed 
in order to keep the brain supplied with blood; 
but in all other cases it is better to have the 
head of the bed raised so that any oozing lymph 
or blood may gravitate towards the pelvis, 
where there is more likelihood of its being 
encysted or absorbed, or where it can be evacu- 
uated by a vaginal incision into Douglas’s 
cul-de-sac. In all serious cases, where, for 
instance, there has been a resection of the 
bowel, or suturing of holes in the intestine, 
or in bad-pus-tube or appendicitis cases, it is 
well to put a perforated rubber tube from the 
bottom of the abdominal incision down to 


Douglas’s cul-de-sac and out through the 


vagina. The writer feels confident that he 
has saved several desperate cases by doing 
this and keeping the patient in the Fowler 
or elevated position. It is astonishing what 
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quantities of foul smelling pus have come away 
in spite of frequent washing out with peroxide 
solution, moreover the upper zone of the peri- 
toneum absorbs septic material conveying 
it to the lungs so that Fowler’s position avoids 
septic pneumonia. 

Rest in Bed. Our practice in this respect 
has settled down to keeping section cases in 
bed for 3 weeks. On the 19th, 20th, and 
21st day they sit up more and more in bed, 
and at the end of 3 weeks they sit on a chair 
and take short walks. These walks extend 
more and more, including going up and down 
stairs, and at the end of 4 weeks they go 
home. Many cases feel well enough and are 
well enough to get up 4 or 5 days after a sec- 
tion, but they are not allowed; while others 
are still very sick 2 weeks later. Yet so 
quickly do these latter catch up with the 
former that by the end of 3 weeks they feel 
like getting up, and do so. A few cases closed 
with through-and-through silkworm-gut havy- 
ing learned that their children were sick, or 
that their husband was misbehaving, have 
gone out in 10 days, with their stitches in, but 
they did so on their own responsibility; and 
strange to say were no worse, so that perhaps 
we have been erring a little on the safe side. 
But there are the unsuspected dangers of 
embolism which sometimes happen and we 
feel it safer to keep them in bed 3 weeks. 
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METHOD OF CLOSING THE ABDOMINAL INCISION BY SUTURE! 


By C. A. KIRKLEY, M.D., ToLepo, Ox10 


fascia, and skin, implies that those 

structures have been as perfectly divid- 

ed as possible, the incision straight, 
smooth, and from a quarter to half an inch 
shorter at the parietal surface of the abdom- 
inal wall, and made on either side of the linea 
alba. 

Silkworm-gut is used for the through-and- 
through, and catgut for the tier sutures. The 
through-and-through sutures are first applied, 
beginning at the lower end of the incision, as 
near its parietal angle as possible. A straight 
needle 24 to 3 inches long, with 3 cutting edges 
extending toward the eye, threaded with the 
silkworm-gut is inserted from an eighth to a 
quarter of an inch from the incised edge of the 
peritoneum, and, as it passes through the ab- 
dominal wall, is made to include more tissue 
in its center, emerging from the skin exactly 
opposite the point of insertion. Another 
needle is now threaded with the other end of 
the silkworm-gut and passed in like manner 
through the abdominal wall on the other side 
of the incision exactly opposite. Inserted in 
this way, possibility of infection from the skin 
is avoided. As many sutures as may be 
necessary are inserted in like manner from 
half an inch to an inch apart — the distance 
varying with the thickness of the abdominal 
wall. When the sutures are all in place the 
free ends are grasped with forceps which are 
allowed to rest on the abdominal wall on 
either side of the incision. 

The incised peritoneal surfaces are next 
brought together with a continuous catgut 
suture, beginning at the lower angle of the 
incision — and may or may not include the 
transversalis fascia — care being taken to evert 
the edges Van Horn catgut No. 2 has proven 
satisfactory. On reaching the upper angle 
of the incision, the second tier of sutures is 
begun at the angle of the divided sheath of the 
rectus muscle, ending at a point opposite the 
beginning of the peritoneal tier. The third 


Pitsss, coaptation of peritoneum, 


tier brings together the incised edges of the 
superficial fascia. 

The suture begins and ends with a single 
knot. A half-curved needle and one single 
thread is used. The interrupted silkworm- 
gut sutures are now tied, accurately coaptating 
the fat and skin, if the sutures have been pro- 
perly introduced. The sutures should be tied 
just tightly enough to coaptate the edges of 
the wound remaining open. Superficial catgut 
sutures may now be inserted if necessary. 

The closed incision is now thickly covered 
with boracic acid, then with several thicknesses 
of iodoform-gauze, then with abundance of 
plain fluffy gauze. Over this is placed a 
thick abdominal pad of sterilized absorbent 
cotton, and finally a binder suitable to keep the 
dressing in place. 

No attention need be given the incision until 
time to remove the interrupted sutures, unless 
there should be a rise in temperature. 

The newer methods of closing the incision 
by clamp, adhesive plaster, removable sub- 
cutaneous suture of silkworm-gut or silver 
wire, etc., have hardly stood the test of time, 
and may often be adopted and perfect results 
obtained, but ’twould seem that a through- 
and-through suture gives firmer support to the 
incised abdominal wall than any other. While 
the cosmetic effect of the subcutaneous suture 
is very desirable in any part of the body, it is not 
so important in the abdominal incision, com- 
pared with the firmer support obtained the 
entire thickness of the abdominal wall, by the 
through-and-through suture. The subcuta- 
neous suture is especially contraindicated in 
cases in which the abdominal wall is unusually 
thick. 

Any method of sealing the wound is ob- 
jectionable, because the wound secretion is 
retained. Removable subcutaneous sutures 
have their limitations, whatever the material, 
because of the inadequate support afforded, 
and because their removal is not always 
easy. 


1 Read before the American Gynecological Society, May 7, 1907. 
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HE more common suture materials are 
silk, catgut, and silkworm-gut. No 
one suture material will suffice for all 
purposes, although silk can be made 

available for the majority of cases. Whatever 
we use, the main point is that it shall be sterile; 
but unfortunately a material, that may at first 
sight appear to be in every way adapted for 
our purpose, may yet present such apparently 
insuperable difficulties in the way of rendering 
it sterile that, in the eyes of the aseptic surgeon, 
the risks accompanying its use may more than 
over-balance its other advantages. The mate- 
rial must also be smooth and pliable but not 
brittle, moderately cheap and easily obtain- 
able. So far as sterilization is concerned, from 


bacteriologic experiments that we have made 
with a large number of materials, we would say 


that they would stand in the following order: 
(1) Silkworm-gut; (2) surgeon’s cable twist silk; 
(3) silver wire; (4) catgut, plain and chromicized. 
Catgut is in all probability the material that 
is used more than any other for sutures and 
ligatures, and it would be an ideal material 
but, unfortunately, we have no thoroughly 
reliable method of rendering it absolutely 
sterile, without at the same time making it 
so weak as to unfit it for our purpose. When 
properly handled, it supports the tissues for a 
sufficient length of time to allow of a thorough 
approximation of the parts, and after it has 
served its purpose the smaller sutures are ab- 
sorbed. If, then, we could find an absolutely 
reliable method of sterilizing all sizes of cat- 
gut, which did not at the same time destroy 
its other necessary properties, we could have 
a ligature material of the highest value. Dif- 
ferent specimens of catgut vary greatly, and 
although some of the methods of sterilization 
which are advocated are, perhaps, effective in 

2Since March, 1907, we have been wrapping the glass tubes that 


contain the catgut in gauze, and boiling them for 5 minutes just 
before the operation. Our observations from this standpoint are 


the majority of instances, it not infrequently 
happens that a few of the inner strands are not 
rendered sterile, and many cases of suppura- 
tion or death, following operations, have been 
directly traceable to the use of catgut ligatures. 

The cuminol method, or some of its modifica- 
tions, of sterilizing catgut must be regarded 
as probably the most reliable one that we 
have at the present time. The procedure, 
however, is somewhat complicated. For some 
years” now we have also been using the plain 
and chromicized catgut as prepared by Van 
Horn. On the whole we have found this satis- 
factory enough, when the smaller sizes were used. 

In using the large sizes of the chromicized 
gut, however, we have found that the suture 
sometimes does not become absorbed, but 
gradually works its way to the surface of the 
wound and is then discharged. 

We have examined by cultural methods the 
knots and ends of catgut from wound surfaces, 
even when the wounds have healed by primary 
intention, and we have found the catgut teeming 
with bacteria. In some instances it would 
seem reasonable to suppose that these bacteria 
might have produced the unfavorable results 
that sometimes have taken place in the skin. 
I have no doubt that chromicized catgut is re- 
sponsible for many of the immediate, and late 
superficial and deep, skin infections. 

Chromicized catgut has also seemed to me 
to be responsible for the phlebitis that some- 
times takes place in the leg, in the so-called 
clean cases. I have met with a well-marked 
phlebitis, following an amputation of the cer- 
vix in which chromicized catgut was used. 

In order to obtain some idea of the compar- 
ative value of chromicized catgut and silver 
wire in abdominal wounds, as regards imme- 
diate or late infections, we have analyzed a 
too recent to draw any reliable deductions, but we feel that by 


this means we have gained an additional degree of security against 
infection. 


1 Read before the American Gynecological Society at Washington, May 7, 1907 
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series of cases, of 100 each, in which catgut was 
used in 1 and silver wire in the other, for bring- 
ing the fascia together. The peritoneum and 
skin in every case was brought together with 
plain, supposedly sterile, catgut. It must be 
borne in mind that the catgut that was used 
for the skin, might have had something to do 
with the infections that took place; but this 
possibly was taken into consideration, and 
eliminated as far as possible. I find upon in- 
quiry and observation that there is a wide dif- 
ference among surgeons as to what constitutes 
an infected wound. I have also observed that 
when the first dressing of the wound is left to 
an assistant he may, in his enthusiasm, or to 
to please his chief, almost unconsciously re- 
move the slightest evidences of infection that 
may have been present. Then again the late 
infections that sometimes occur in the wound 
are not always brought to the attention of the 
chief. In this way statistics with reference to 
the infection of the abdominal wound are not 
always to be relied upon. I know, from my 


own experience, how difficult it is, at times, to 
get the assistants to put down on the records 
the exact condition of the wound at the first 
dressing. The infection that may be present 


may seem so slight, that they think the wound 
should not be considered as being infected, in 
view of the fact that there is only a slight and 
temporary evidence of suppuration. My rule 
is to insist upon an exact description of the 
condition at the first, and at subsequent dress- 
ings. Whenever there is any secretion from 
the wound, coverslips are made, and culture 
tubes are inoculated; and if bacteria, aside 
from the skin coccus, are present we classify 
it as an infected wound. If the skin coccus 
alone is present, with pus, we also call it an 
infected wound. Unless the secretions from 
the wound are carefully examined, it is impos- 
sible to state that the wound has healed with- 
out any infection having been present. I am 
rather inclined to believe that frequently there 
is a mild grade of wound infection present in 
many cases following an abdominal operation, 
particularly after the so-called clean opera- 
tions, in which there is a slight but persistent 
rise of temperature for a few days following 
the operation. When the skin or superficial 
edges of the incision are slightly separated, but 
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without the presence of any (macroscopic) 
secretion, we classify these cases under “slight 
separation of the incision.” 


ANALYSIS OF CASES 


We have made an analysis of 100 abdominal 
cases in which the deep fascia was brought 
together with chromicized catgut; and 100 
cases in which the fascia was brought together 
with silver wire. These operations were per- 
formed for the usual conditions that the 
gynecologist meets with. 

In the two groups pus was found as follows 
in the structures that were removed at the time 
of the operation: Seven times in the catgut, 
and 1g times in the silver-wire group. In 
this group the incision showed suppuration in 
2 cases in the catgut, and 1 in the silver-wire 
series. There were also 2 cases in the catgut 
group which showed some slight separation 
of the skin, and 1 in the silver-wire group, but 
without any evidences of suppuration in these 
latter cases. Consequently, in the original pus 
cases, with catgut, deep suppuration occurred 
twice in 7 cases, and with silver wire only once 
in 19 cases. So far as the immediate results 
are concerned, the incision was clean and closed 
in 71 of the catgut, and in 83 of the silver-wire 
cases. There was a slight separation of the 
skin edges of the incision in 18 of the catgut, 
and in g of the silver-wire cases. 

In the total number in each series of case 
the incision showed evidences of infection in 
g of the catgut, and in 3 of the silver-wire cases 


as follows: 
Chromicized Silver 
Catgut Wire 


Suppuration of the skin.................-. 
Suppuration in superficial fascia 
Suppuration in deep fascia.....-...-...--. 
Slight serous collection 


IN THE ADHERENT CASES 

There were no infections in the deep fascia in 
either group, but a slight separation of the skin 
in 10 of the catgut, and 7 of the silver-wire 
cases; and in 3 cases in the catgut, and 1 in the 
silver wire there was a slight suppuration in the 
skin. 

In the non-adherent cases there was sup- 
puration in 3 of the catgut series, and in none 
of the silver-wire cases. 
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CONCLUSIONS 

The analysis of the various groups in which 
chromicized catgut and silver wire respectively 
were used shows, that, so far as infection is 
concerned, the use of silver wire is followed by 
a less amount of reaction than where chrom- 
icized catgut is used, the advantages deducible 
from this particular series of observations, 
favoring the use of silver wire in the propor- 
tion of about 3 to 1. We have also noticed 
with the chromicized catgut, that when sup- 
puration takes place, the amount and extent is 
greater than that met with after the use of 
silver wire. There can be no doubt but that 
the immediate results from this standpoint 
are favorable to the use of silver wire. If, 
however, the results from the infection with the 
chromicized catgut are not followed by the 
occurrence of a hernia, or a further extension 
of the infection to the peritoneal cavity, it can- 
not be said that the infection that does occur 
will produce any serious results, in the great 
majority of instances. 

The main objection against the use of silver 
wire for bringing the fascia together, is that one 
leaves within the wound a substance that may 
cause the patient some discomfort, because 
the ends may cause annoyance by sticking 
into the surrounding tissues. This incon- 
venience, however, will not often occur if the 
suture is properly applied, and if the ends are 
turned over with a thin-jawed pair of hemostatic 
forceps, so that they form a ball-like end to 
the suture. It takes a certain emount of prac- 
tice to adjust them properly, but the analysis 
of our case shows that we were obliged to re- 
move only 4 sutures in over 400. Whenever 
such a removal becomes necessary it can easily 
be performed, without any inconvenience to the 
patient, by means of an injection of a 2 to 5 
per cent solution of cocaine in the line of 
incision. 

So far as the frequency of hernia is con- 


cerned, following the use of chromicized cat- 
gut and silver wire, it is difficult to make any 
definite statements. <A priori we would expect 
it to happen less frequently with the silver wire, 
as this material undoubtedly will approximate 
the tissues for a greater length of time than 
the catgut, and since, moreover, as we have 
found, the use of the former is less likely to 
be followed by suppuration of the wound. 

So far as our observations go with this par- 
ticular series of cases, there was not a single 
case in which a hernia was noted. As a matter 
of fact a separation of the fascia and the mus- 
cle does not always take place at once, or in 
most instances during the first weeks following 
an abdominal operation; but if these cases 
should be carefully examined after 6 months 
or a year, I feel sure that small, and in some 
instances, good-sized hernial protrusions would 
be noticed. I have found this not so infre- 
quently to be the case where I have had to do 
a secondary operation upon a patient, who 
had been operated upon by another surgeon; 
and I feel sure that the same criticism could be 
made in the case of some patients upon whom 
I have operated. Some years ago we had 
occasion to examine a considerable number of 
patients upon whom an abdominal section had 
been performed, and in a considerable propor- 
tion, even where suppuration had not taken 
place, it was possible to demonstrate a distinct 
separation of the fascia and muscle between 
the extremities of the incision. Undoubtedly 
some of these areas ultimately become suf- 
ficiently enlarged to allow of a hernial bulging 
in the line of incision. I do not, therefore, 
believe that one is justified in making the 
statement that by using any particular sort of 
suture, or method of approximation, he has 
ensured against the development of a hernia, 
until he has carefully examined the abdominal 
wound at least 6 months or a year after the 
operation. 
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INCISION OF THE ANTERIOR UTERINE WALL (ANTERIOR COL- 
POHYSTEROTOMY) AS A TREATMENT OF CHRONIC 
INVERSION OF THE UTERUS! 


By REUBEN PETERSON, M. D., ANN ARBorR, MICHIGAN 


Professor of Obstetrics and Gynecology in the University of Michigan 


T has been my good fortune to operate upon 
two cases of chronic uterine inversion. A 
full description of the first case, an inver- 
sion of 16 months standing, was pub- 

lished in American Gynecology, June, 1903. In 
this same paper the literature of the conserva- 
tive operative treatment of chronic uterine in- 
version was brought up to date, and a plea 
made for the superiority of complete anterior 
colpohysterotomy (Spinelli’s operation) as the 
ideal operative procedure. 

My second operation for chronic inversion 
occurred in 1904. In reporting this case I shall 
again carefully review the literature and tabu- 
late some 7o cases operated upon by various 
methods. I shall not hesitate to draw freely 
from my previous article, for, on account of the 
short life of the journal in which it was pub- 


lished, it has not been readily accessible to 
those interested in the subject under discussion. 


In the former paper I referred to a patient whom I 
saw in consultation with Dr. G. K. Johnson, of Grand 
Rapids, Michigan, in 1892. The patient at that time 
was 22 years of age and the inversion of the uterus 
followed the birth of her first child. For 3 or 4 weeks 
following the labor she flowed profusely, but the true 
condition of affairs was not discovered until Dr. John- 
son’s examination. I saw the patient in consultation 
some 2 months after the accident. Several ineffectual 
attempts were made under anesthesia to reduce the 
inversion by taxis, but every effort was futile. Elastic 
pressure by means of a cup-shaped repositor was also a 
failure. Thomas’ operation was proposed but was not 
accepted, and the patient passed out of our hands. 
After the publication of my paper on chronic inversion 
of the uterus, in which I reported a case of 16 months 
standing, successfully treated by anterior colpohys- 
terotomy (Spinelli’s operation), Dr. Johnson wrote me 
that the patient we had treated 12 years before was still 
under his charge, and that he had advised her to be 
operated upon for the inversion, which caused her to 
lose large quantities of blood at intervals during each 
month. Accordingly the patient entered the gynecologic 
service of the University of Michigan Hospital, June 
27, 1904. The patient was then 34 years old and had 
been a widow § years. There had been no attempts at 


replacement of the inversion since operation was re 
fused in August, 1892. For a long time thereafter she 
was weak from loss of blood but gradually regained her 
strength, so that she was able to do her housework. 
She was even able to ride a bicycle, and the only thing 
she suffered from was rather severe hemorrhages 2 or 
3 times a month. 

Examination, soon after entrance, showed marked 
external and internal tears of the perineum, with great 
relaxation of the vaginal outlet. The inverted uterus 
filled nearly the entire vagina. The exposed mucous 
membrane was smooth, and bled easily on handling. The 
finger could be passed between the tightly constricted 
cervical ring and the uterus, showing that the cervix 
was not entirely inverted. The finger could easily be 
inserted into the cervical ring by pressure on the 
abdominal wall. 

Operation, July 1, 1904, twelve and a half years after 
the labor from which the inversion resulted. Careful 
sterilization of vagina and uterus. The inverted uterus 
was drawn down, and an incision made in the anterior 
cervical lip 3 cm. in length down to, but not through, the 
peritoneum. Following this incision the attempt to 
reduce the inversion proved futile. A transverse in- 
cision 5 cm. in length was now made just above the 
edge of the anterior cervical lip and the vesico-uterine 
pouch opened. The longitudinal incision in the ring 
was now deepened through the peritoneum, and length- 
ened until it extended from the transverse incision to 
within 2 cm. of the fundus. Only after incising the 
anterior uterine wall to this point was it possible to 
reinvert the uterus. The ovaries lay above the entrance 
to the ring. Together with the Fallopian tubes, they 
were without adhesions and perfectly normal. After 
the reinversion was accomplished there was a decided 
ectropion, or rolling out of the cut edges of the anterior 
uterine wall, so that it was practically impossible to 
unite the edges of the serosa. Removal of wedge- 
shaped pieces from each cut edge obviated this difficulty. 
The incision was united by a continuous catgut suture, 
reinforced by a few Lembert sutures. The fundus was 
returned within the pelvic cavity and the cervix united 
by a continuous catgut suture. The transverse vaginal 
incision was united with catgut, except for a small open- 
ing for a gauze drain between uterus and bladder. A 
small wick of gauze was also placed through the external 
os. The patient made an uninterrupted convalescence. 
Before she left the hospital the cervix and perineum 
were repaired. 

Examination at the time of her discharge showed 
the uterus in normal position and movable. Dr. 


1 Read at the Thirty-Second Annual Meeting of the American Gynecological Society, Washington, D. C., May 7, 1907. 
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R. R. Smith of Grand Rapids, Michigan, examined 
the patient for me a few weeks ago. He reports the 
uterus in normal position and quite movable. The 
patient has no pelvic trouble. 

Microscopic Examination. Microscopic examination 
of the wedge-shape pieces removed from the uterine 
walls showed the following: The exposed surface of the 
mucosa was covered with organizing blood elements, 
fibrin, and leucocytes. The tissue was rich in new 
blood capillaries, with hypertrophy of the endothelial 
cells. Polynuclear leucocytes were numerous in the 
mucosa. ‘The glands were practically destroyed. The 
connective-tissue of the stroma was edematous. There 
was an increase of connective-tissue in the submucosa. 
The muscular layers were more vascular but did not 
show the sclerotic changes noted in the case reported in 
a former paper. 

The treatment of chronic uterine inversion 
may be conveniently subdivided as follows: 


A. NON-CUTTING PROCEDURES 
1. Manual reposition, 
2. Pressure applied to the fundus from below 
by 
a. Colpeurynters (air, water, mercury). 
b. Tamponade (gauze). 
c. Elastic pressure. 


Fig. 1. Diagrammatic representation of an inversion of 
the uterus. Notice the cul-de-sac between cervix and 
body of uterus. The cervix forms the “collar” or “ring’’ 
which, being smaller than the fundus, is the mechanical 
obstacle to reinversion. The bladder does not enter the 
ring, in fact, cannot under normal circumstances. Hence 
there is no danger in incising the vagino-peritoneal pouch 
at A. 


B. CUTTING OPERATIONS 

1. Procedures aiming at an enlargement of 
the constricting ring from above. 

a. Dilatation of the ring by instruments 
or fingers. 

b. Incision of the anterior or posterior 
pillars of the ring. 

2. Procedures aiming at enlargement of the 
ring from below. ° 

a. Cervical incisions (Sims, Barnes, Polk). 

». Dilatation of the cervical ring through 
incision in the uterus (Brown). 

>, Dilatation of the ring through a trans- 
verse incision in the posterior cul- 
de-sac, followed by incision of the 
posterior uterine wall. (Partial pos- 
terior colpohysterotomy, Kiistner.) 

Extension of the uterine incision from 
the external os nearly the entire 
length of the posterior uterine wall. 
(Complete posterior —colpohyster- 
otomy, Piccoli.) 

Incision through the anterior lip of the 
cervical ring and a small portion of 
anterior uterine wall. (Partial ante- 
rior hysterotomy, Kehrer.) 

j. Transverse incision in the anterior 
cul-de-sac, and incision of the ante- 
rior uterine wall from the external 
os to the fundus. (Complete ante- 
rior colpohysterotomy, Spinelli.) 

The non-operative procedures will not be 
considered in detail, but only incidentally in 
connection with the procedures calling for the 
use of the knife. 


PROCEDURES AIMING AT AN ENLARGEMENT OF 
THE CONSTRICTING RING FROM ABOVE 

The reason why manual reduction of chronic 
inversion of the uterus so often fails is because 
it is so difficult to force the large uterine body 
through the small, rigidly contracted, cervical 
ring. Given a yielding ring and the difficulty 
is practically solved, for through such a ring it 
is comparatively easy to force a fundus of almost 
any diameter. But it is only the exceptional 
ring which yields, therefore taxis in chronic in- 
version of the uterus has, in the large majority 
of cases, proved a dismal failure. 

It is not strange, then, that with such poor 
results accompanying manual efforts at reduc- 
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ing chronic inversion of the uterus, certain 
bolder minds should have considered how best 
the constriction could be relieved by incision. 
Naturally such efforts were first directed to- 
ward incisions from below, for before the advent 
of modern aseptic methods the abdominal 
cavity was only opened as a last resort. It will 
be more convenient, however, to consider 
treatment by the abdominal route first. 

To Thomas belongs the credit of first open- 
ing the abdominal cavity for the purpose of 
dilating a constricted cervical ring which had 
resisted every effort at dilatation from below. 
A steel dilator was used to stretch the ring, 
through which the fundus was forced by pres- 
sure exerted from below. In a second case, 
while the uterus was reduced by a similar pro- 
cedure, the result was fatal because of the 
exsanguinated condition of the patient. 

Thomas’ first operation was performed in 
1869, and was not favorably received by the 
profession, no doubt because of the fear at- 
tached to penetrating the peritoneal cavity. 
In 1885 Malins, and in 1888, Mundé, reported 
failures by the abdominal method. Malins 
succeeded in dilating the ring but could not 
push the fundus up through it from below. 
Mundé could not even dilate the ring. Both 
adopted procedures later used successfully by 
Brennan. A piece of silk was passed through 
the fundus from the abdominal side, and back 
again, so as to leave a loop on the vaginal sur- 
face of the fundus. To prevent the silk from 
cutting through the uterine wall, Malins 
protected the loop with a shanked button. 
Mundé used a rubber drainage tube, and 
Brennan gauze. Malins was unable, by pull- 
ing upwards, to indent the fundus in the slight- 
est degree, and eventually resorted to the 
removal of the uterus per vaginam. Mundé 
actually pulled the drainage tube through the 
fundus, afterwards removing the mutilated 
uterus from below. Brennan was successful 
in his case, which was of only 14 days’ stand- 
ing, and succeeded in reinverting the uterus, 
although his patient succumbed to sepsis pre- 
sent prior to the operation. It is not strange 
that such a principle, the attempt to indent a 
rigid fundus in a chronic case of inversion, 
should fail in the majority of cases. Such a 
fundus is hard and unyielding in chronic 
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cases, and is not readily reduced by pushing 
or pulling. Recent cases of inversion might 
succeed by this method, although less hazard- 
ous procedures are preferable. 

For the sake of comparison and completeness, 
I have collected and tabulated 27 cases of in- 
version treated by abdominal section. As will 
be seen by glancimg over the table (Table I), 
some of these cases are not examples of chronic 
uterine inversion, if an inversion is to be con- 
sidered recent until involution has taken place, 
that is, until a month or six weeks after the 
labor. As will be seen by a careful study of all 
varieties of inverted uteri, time subsequent to 
the labor does not always seem to be a criterion 
of the difficulties of reinversion. Still, in 
general, it probably is true that the more 
chronic the case, the more firm and unyielding 
will be the constricting cervical ring. 

There have been 27 cases of inversion treated 
by abdominal incision. Of these 20, or 74 per 
cent, were successful as far as the reinversion 
was concerned. Although successful from an 
operative standpoint, there were 4 deaths 
among this number (Brennan, Dobbin, 
Schmidt, Thomas). Brennan and Dobbin’s 
patients were septic when operated upon, and 


death in each case resulted from septic poison- 
ing and not from any fault in the operative 


technique. The same poor judgment was 
shown in Thomas’ fatal case, as the patient 
was exsanguinated at the time of operation. 
There were 7 operative failures, or 26 per 
cent. All of these patients were operated upon 
some years ago and not one of them, probably, 
would be a failure to-day. An incision, of 
greater or less extent, in the anterior or posterior 
edges of the ring would have proved successful 
in the cases of Kelly, Malins, Mundé, or Spinelli. 
It is not always as easy as it seems to dilate 
the ring by the abdominal route. In only 13 
cases out of the 27 was dilatation successful, 
and it is fair to suppose that this would be the 
first method tried. In 1o cases the ring was in- 
cised either on its anterior or posterior surface, 
and in 1 case (D’Antona) both sides were cut. 


PROCEDURES AIMING AT ENLARGEMENT OF THE 
RING FROM BELOW 

Cervical Incisions. We find that incision of 

the unyielding cervical ring from the vaginal 
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ABDOMINAL SECTION 





OPERATOR 


AGE 


DURATION 
OF 
INVERSION 


ATTEMPTS 
AT 
REDUCTION 


MANUAL 


DILATATION 
oF RING 


INCISION OF 
RING 


ADDITIONAL 
OPERATIVE 
METHODS 





BRENNAN? 


14 days 


Failure 


_ Dilatation 
with fingers 


Yes 


Upward _ pres- 
sure from below. 
Pull from above 


RESULTS OF 
OPERATION 


REMARKS 





Good 





BRENNAN § 


Yes 
Failed at rein- 
version after cut 


Loop formed 
by passage of silk 
from abdominal 
to vaginal surface 
of uterus 


Gauze in loop — upward 
pull. Patient septic at time 
of operation, died 2 days 
later of pulmonary edema 





ConsENTINO! 








9 months 


Failure 





Pressure from 
below, upward 
pull 


Good 





ConsENTINO !! 





7 years 


Failure 





Same as in 3 


Good 








CusHInc 10 


14 months 





D’Antona 18 


4 years 


Failure 





Pressure 
ward from 
low 


up- 
be- 


Good 








Yes 

Whole length 
of uterus incised, 
anterior, poste- 
rior 


Good 


Slight tear in peritoneum 








Dossin 15 


5 days 


Failure 


Failure 


Anterior mar- 
gin of ring incis 
ed, cavity opened 





EveERKE !9 


13 years 


Both anterior 
and __ posterior 
walls of uterus 
incised 


Badly infected at time of 
operation. Died several 
days later of sepsis 





Uterus fixed to abdominal 
wall 





FRANKENTHAL”? 


6 months 


Failed. 
Colpeuryn- 
ters failed 


Failed 


Pressure from 
below 


Failure 


Obliged to remove uterus 
from above 





FRIEDMAN?! 


Failure 


Yes 
Reynold’s 
dilator 


Upward _pres- 
sure from vagina 


Good 


Small tear in peritoneal 
coat 





FRIEDMAN 2! 


24 hours 


Failure 


Yes | 
By fingers 


Upward _pres- 
sure from vagina 


Good 





Gross 75 


2} months 


Failure 


Yes 
Dilators 


Pressure from 


below 


Good 


Uterus fixed to abdominal 
wall 





HAvLtalIn 28 


1 month 


Failure 


Failure 


14 cm. in pos- 
terior wall 


Pressure from 
below 

Pull up 

Failure 


Good 








Keiiy 7 


lapse 


Long stand- 
ing with pro- 


Failure 
Dilators and 
fingers 


Failure 


Amputation of 


from below 


uterus 





Kistner ® 


Failure 











MALI 40 


5 months 


Failure 


Button in loop 
of silk passed 
from abdominal 
to vaginal side of 
uterus 


Failure 


_Upward pull on button. 
Uterus removed from below 
by elastic ligature 





MclInrtosu 4! 


4 months 


Failure 


Pressure up- 
ward from vagi- 
na 


Peritoneum lacerated, 
stitch required 





Morris #8 


4 months 


Failure 
Packing 
failed 





Munp£E* 





2 months 


Many 
tempts failed 


at- 


Anterior wall 


incised 


Good 





Drainage tube 
on vaginal sur- 
face of uterus 


Failure 


When upward pull made 
drainage tube come through 
uterus; amputation through 
vagina elastic ligature 








NUNEz 48 





3 weeks 





Failed 








Posterior edge 
of ring incised 1 
cm. s 
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TABLE I— Continued 





ADDITIONAL 
OPERATIVE 
METHODS 


Duration | ATTEMPTS 
OPERATOR AGE OF AT MANUAL 
INVERSION | REDUCTION 


RESULTS OF 
OPERATION 


DILATATION] INCISION OF 


REMARKS 
or RING RING 





ScHMALFuss °° 12 days Failed Yes Pressure up| Good Threatening gangrene of 
Fingers ward from below uterus 





Scumipt ® 4 months Failed Failure Failure Removal by hysterectomy 
Death from septic periton- 
itis 





SPINELL1 © 9 months ves Pull from} Failure _ Tore round and broad 
above ligaments 
Vaginal hysterectomy 





THomas * 21 months | Failed Yes Pressure from] Good Rupture of vagina be- 
Many < Dilator below tween bladder and uterus 
tempts 





THomas © Yes Good Patient very weak from 
Dilator loss of blood — died 





VIGNARD “8 3 3 months Failure Failure Nearly entire Good 
posterior uterine 
wall incised 








WitiiaMs ** 3 days Failure Yes Pressure from 
below 
































SUMMARY OF CASES TREATED BY ABDOMINAL SECTION 


Total number of cases. .. .. .. eral SIGART RICA Seiten cite teh ae Oe IB enn oo + 2s 5s 5nee ssve0s 
Successes from operative sti andpoint. ._ i scans it Successes.. 
Failures from operative mene. eaten. ta fatten Failures. . 
Deaths.... i ais ; va Jinn ee Incision of inversion ring. . 
Sepsi rior to ope ration. Seeuhahew ie mcetesiwacara’eere bine nen Operative successes after i incision of | ring . 
Sepsis subsequent to ope ration. . TRAP pale Danae Serer re Uterus removed by abdominal hysterectomy... 
Shock from anemia prior to operation. . wink © aia ie tha Uterus removed by vaginal hysterectomy.. 
Manual reduction of inversion tried and failed......... : Siete tes Uterus fixed to abdominal wall.. ; 


side antedates Thomas’ first abdominal opera- 
tion by some years. Aran as early as 1858, and 


Sims in 1866, in their text-books, advocated one 
or more longitudinal cervical incisions in order 
to divide the circular fibers of the cervical tissue, 
which were the principal obstacles to the reduc- 
tion of the inverted fundus (Fig. 2). I am 
unable to find, however, that either of these 
authors had an opportunity of putting his ideas 
into practice. Three years later, Barnes was 
successful in a case of an inversion of 6 months’ 
duration. By cervical incisions J. M. Duncan 
was successful in one case, but failed in another. 
In 1888, Polk advocated a more extensive 
cervical incision. He suggested that the anter- 
ior vaginal wall be incised, the finger slipped 
between the peritoneum and cervix, and the 
constriction be cut through, laying open the 
entire cervix if necessary. His idea was to 
avoid entering the peritoneal cavity if possible, 
but, as he points out, even if such a procedure 
became necessary, the danger would not be Fig. 2. Incision through cervical ring. (Sims.) One 
greater than after a laparotomy. This was not — or more incisions may be made through the cervical ring 
the original idea of those who advocated vaginal a — — ped male surface of the pega 
incision of the cervical ring. ‘They preferred 1 Te“ cts: such an inchin in the posterior surface of 
multiple incisions down to the peritoneum to a __ of the uterus 
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single deep one opening up the cavity. In their 
fear of wounding this membrane they probably 
stopped short of separating the constricting 
fibers of the ring, which, in all probability, 
accounted for some of the failures. 

More recently Hirst and Hare have made use 
of cervical incisions successfully. Both incised 
the posterior cervical lip without cutting through 
the peritoneal surface of the uterus. In both 
instances reinversion was easily accomplished 
by taxis. 

Dilatation oj the Cervical Ring through an 
Incision in the Uterus (Browne, Fig. 3). Again 
are we indebted to a member of this Society for 
a bolder and more rational method of overcom- 
ing the contraction of the cervical ring. An 
account of this new and improved technique 
for the treatment of chronic uterine inversion 
antedates Kiistner’s publication (1893) by 10 
years, and to my mind never has received the 
recognition it deserves. 

Browne’s method, successfully executed in 
one case, consisted in the dilatation of the cer- 
vical ring through an incision, one inch and a 
half in length, in the posterior uterine wall. 
Through this incision Sim’s large dilator was 


Fig. 3. Incision through the posterior uterine wall above 
the ring. (Browne.) Through this incision the constrict- 
ing cervical ring is dilated, and reinversion accomplished 
after suturing the incision. 


Kiistner’s Operation. Transverse incision in 
the posterior vaginal fornix. Attempt at dilatation of the 
ring through this incision. In case of failure, incision of 
posterior uterine wall from 2 cm. above the external os to 
2 cm. below the fundus. Reinversion through this opening 
and suture of the incision through the transverse cut in the 
cul-de-sac. 


Fig. 4. 


passed up through the cervix, and the dilatation 
completed by the use of numbers 2 and 3 
of Hank’s hard-rubber dilators. The incision 
in the uterus was then sewed up with silkworm- 
gut, and the fundus easily reduced through the 
dilated ring by taxis. From his experience with 
this case Browne concludes that the operation 
is not more dangerous, but much more certain, 
than prolonged or rapid taxis; that it avoids 
the danger of bruising the tissues and rupturing 
the vagina, and that, as an operation for inver- 
sion, it is less dangerous than laparotomy. 
These conclusions hold good in every particular 
to-day. 

The principle established by Browne is clear 
and well defined. The operator was urged 
not to be satisfied with superficial incision or 
incisions of the contracted cervical ring, but 
boldly to incise the uterus, even through its 
peritoneal covering, and from within dilate the 
unyielding ring. But like many other good 
ideas, modestly set forth, it did not attract much 
attention. It was even lost sight of, so that 





202 


Kiistner’s suggestion of getting at the ring by 
an incision in the posterior cul-de-sac seemed 
to be an entirely new idea. 

Dilatation of the Cervical Ring through a 
Transverse Incision in the Posterior Cul-de-sac, 
jollowed by Incision of the Posterior Uterine Wall. 
(Partial posterior colpohysterotomy, Kiistner’s 
operation, Fig. 4.) The technique of Kiistner’s 
operation is as follows: First, a wide transverse 
incision in the posterior cul-de-sac, opening the 
peritoneum. Second, insertion through this 
transverse incision of the forefinger into the 
inversion funnel. Third, attempt made to 
dilate the cervical ring after separating any 
adhesions found. Fourth, a longitudinal in- 
cision in the posterior uterine wall, as nearly as 
possible in the median line. This incision 
should begin 2 cm. above the external os, and 
end 2 cm. below the fundus. It should extend 


through the peritoneal side of the uterus. Fifth, 
the uterus should now be reinverted by fixing 
the funnel with the index finger in Douglas’ 
pouch, and pressing in the fundus with the 
thumb of the same hand. Sixth, suture of the 
incision in the uterus by deep and superficial 
sutures passed from the peritoneal side, by way 


of the incision in Douglas’ pouch. Seventh, 
suture of the transverse vaginal incision. 

This technique was somewhat modified in 
Kiistner’s third case. Instead of fixing the ring 
by passing the forefinger into the inversion 
funnel, by way of the incision in the posterior 
cul-de-sac, a traction forceps was passed 
through this same incision, inserted into the 
incised uterine wall, and the reinversion accom- 
plished by traction, rather than by pressure, as 
in the first case operated upon. 

This operation depends for its success upon 
the rather inefficient dilatation secured by pass- 
age of the finger through the constricted ring, 
and upon an incision in the uterus, which does 
not include the constricting fibers of the ring. 
The uterine wall is pressed or dragged inward 
or downward, while counterpressure is main- 
tained by the finger within the ring. When the 
ring or the uterine walls are particularly hard 
and unyielding, Kiistner’s operation will fail 
unless the uterine incision be carried downward 
through the cervix. This modification was first 
suggested by Piccoli, in 1894, and has been 
adopted by many operators since that time. 
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That Kiistner’s original technique is faulty in 
many cases, in that the uterine incision does 
not include the constricting ring, is unques- 
tionably proved by a study of 16 cases of 
Kiistner’s operation, which I have collected 
from the literature and tabulated. (Table 
II). From a study of this table it will be 
seen that Kiistner’s technique was successful 
in only 8 out of the 16 cases, or 50 per cent. In 
3 of the successes it was found necessary to use 
traction forceps according to the modification 
suggested by Kiistner himself. There remain 
then only 5 successes out of 13 cases where the 
original Kiistner’s technique was employed. 
The reason for this poor showing will be 
discussed later on. 

Extension of Uterine Incision from the Exter- 
nal Os nearly the Entire Length of the Posterior 
Uterine Wall. (Complete posterior Colpohys- 
terotomy, Piccoli’s modification, Fig. 5.) The 
extension of the original Kiistner incision in the 
posterior uterine wall, so that it severed com- 
pletely the posterior lip of the cervical ring is 
really more than a modification, as it introduces 
an entirely new principle as far as the reduction 


— 


Fig. 5. Piccoli’s modification of Kiistner’s operation. 
In addition to the transverse cut in the cul-de-sac, the 
posterior uterine wall is incised from the external os to or 
nearly to the fundus. Reinversion and suture of the in- 
cised wall from the vagina. 
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TABLE II 


CASES OF INVERSION OF THE UTERUS TREATED BY PARTIAL POSTERIOR COLPOHYSTEROTOMY 
(KUSTNER’S OPERATION) 





SUBSE- 
SUBSEQUENT] QUENT 
Position oF| ADHE- 

Uterus [SIONS TO 
Urervs 


RESULT) or emerson 
DvuRATION | ATTEMPTS OF ——* 
OPERATOR AGE OF at Manuat| Kist- | cypprr- 
INVERSION | REDUCTION || NER’S eisai 
Ixciston| MENTED BY 


SUBSEQUENT 


PREGNANCY REMARKS 


DRAINAGE 














Bore ivs 4 3 64 months Failure Failure} Piccoli’s 
incision 








Dienst !4 3 7 months Failure Good Normal None Forceps through 

antetlexion transverse incision in 
cul-de-sac and uterine 
walls seized from be 
hind. Reinversion aid- 
ed by pull 














Durer 38 months Failure Failure} Piccoli’s 
incision 








GMEINER 2% months Failure Failure] Piccoli’s 
Tampon incision 
and_ colpeu- 
rynter failed 





GuTIERREz 2% 2 months Failure Good Retroversion 














v. JorDAN 33 7 months Failure Good . h : Anterior lip of cervix 
torn during attempts 
at manual reduction 











OSEPHSON 35 4 months Failure Failure Uterus had to be re- 
movec 











Kistner 39 63 months | 4 attempts} Good N Normal Patient} See Keilmann 
Failure confined 3} Case in charge of 
years later.|/midwife, probable 
Died 4 days}cause sepsis. Physician 
later— cause}not called as would have 
unknown been case with rupture 
of uterus 














KistNeEr °9 g Uncertain Failure} Piccoli’s 
Caused by incision 

myoma 
size of fist 











KUstTNEr 39 4 months 300 Normal } : Vertical vaginal in- 
cision instead of trans- 
verse. Forceps used 
as in Case 2 





NETZEL 46 3 8 months Failure G Normal 
Tampon 


failed 











PeRuIs 52 Good No adhesions to peri- 
I 
toneum 














v. Pruntst 57 4 months Failure} Piccoli’s 
Incision 








Savins 58 3 months Failure Failure Extirpation of uterus 
ae per Vaginam 
ter faile 





THOMPSON 68 14 months | Failure Good N Normal Forceps used as in 
anteflexion Cases 2 and 7 


/ 








WEBER 82 Failure Uterus had to be re- 
moved per vaginam 






































SUMMARY OF CASES TREATED BY KUSTNER’S METHOD 
Total number of cases. ........ 6... +. - +5 Stet abate cea rice waa Success after enlargement of incision 
Successes . Oi a Core eenre per ; Vaginal hysterectomy after failure of Kiistner’s incision 
Failures. Ee tn Fane e ; os ‘ won Labor following operation .. 
Deaths.. i i ° Uterus stated as being in normal p« osition . 
Manual reduction of inversion tried and failed . Uterus stated as being retroverted. 
Incision in uterine wall enlarged (Piccoli’s incision) 5 
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TABLE II 
CASES OF INVERSION OF THE UTERUS TREATED BY COMPLETE POSTERIOR COLPOHYSTEROTOMY 
(PICCOLI’S OPERATION) 





Kist- 
Duration | ATTEMPTS NER’S 
OPERATOR AGE OF AT MAnvat|INcIsIon 
INVERSION | RepuctTIon | UNsvc- 
CESSFUL 


RESULTS 
oF Pic- 
COLl’s 
INCISION 


SUBSEQUENT|SUBSEQUENT 
Position OF| ADHESIONS 
Urerus | To UrEervs 


SUBSEQUENT 


=MARKS 
PREGNANCY REMARKS 


DRAINAGE 





Boretivs 4 4 64 months Failure Yes Good . Retroverted 











Born © 2 5 years Failure Good | N Retroverted| Slightly 5 years after] Periods became 
adherent operation had ajregular 

living child. Pla- 
centa _ slightly 
adherent 











DAHLGREN !? § | © weeks Use of col- Good Anteverted Normal deliv- 
peurynter ery 10 months 
caused fever after operation 





Durer 5 6 months Failure ves Good Normal Normal deliv- 
ery 18 months 
after operation 











GMEINER 78 4 months Failure ves Good N Slightly re- Uterine sutures 

Also tam- troverted cut through _be- 
pon and col- cause of friability 
peurynter of tissues. Round 
failed © ligaments shorten’d 








GRAEVE 74 a 3 months Failure Good res | Slightly re- Rupture of pos- 
Colpeuryn- troverted terior vaginal wall 
ter failed by colpeurynter 











GUTIERREZ 26 3 2 months Failure Good Retroverted 

















> q 11 months Good ves | Retroverted| Adherent Slight tear of 
serosa 


HeErnricus 











Hue *? 3 months Failure Failure Uterus had to be 
extirpated because 
of bleeding 








KEILMANN 35 ; 2 months Failure } N Antetlexed . 4 years later 
Also col had living child. 

peurynter Slightly adherent 

placenta 








KUstNer 8° Submucous ves Good Laparotomy and 
myoma abdominal fix ation 
Uterine incision 
closed from above 








Morisant #2 ‘ 3 Years Coly euryn- Good ‘es | Normal 
ter failed 








Meyer # < 5 weeks Failure Good res | Retroverted 











Vv. NEUGE 5 months Failure Good Normal Uterine walls had 
BAUER #7 to be trimmed _ be- 
cause of ectropion 





v. Orr # Good 











v. Pruntsi * 4 months ves Good fes | Normal 








SALINs 5S 3 months Failure Uterus removed 





Sava 5? 3 months Failure Good 
Also tam- 
ponade 








ScHULZE-VEL- 3 months Failure Good res | Slightly re- 
LINGHAUSEN 6&1 Also tam- troverted 
ponade 





WesTERMARK “3 13 months | Failure Good | > Retroverted| Slightly 2 months preg- 
adherent nant at time of 
ast examination 






































SUMMARY OF CASES TREATED BY PICCOII’S METHOD 
Total number I ic aie ccainices Shoe = eas Mae y Uterus stated as being in normal aeaenien eee 
12 Uterus stated as being retroverted. .......... 


F aiaee.. PE ee ' ‘ arate Uterus stated as being adherent.. 
Deaths... a) Vaginal hysterectomy. rae 
Manual reduction of inversion tried and failed. rey Labors following operation. 
Piccoli’s incision successful after failure of Kiistner’s. oe Pregnancy following oper. ration. 
Number of cases in which drainage was used J Satis aie 7 
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of the inversion is concerned. As has been 
stated, after Kiistner’s incision, the reduction 
is accomplished by a rolling inward and down- 
ward of the uterine wall. After the complete 
division of the posterior lip, according to the 
suggestion of Piccoli, the completely divided 
posterior uterine wall can be pulled out laterally 
while the thumbs press the fundus inward. 
In this way reduction is always easy and certain. 
That the Piccoli operation is superior to Kiist- 
ner’s is proven by a study of the following table 
of 20 cases (Table III): Out of these 20 cases, 
18, or go per cent, were successful, leaving 
only 2 failures. In 5 cases (Borelius, Duret, 
Gmeiner, Kiistner, Pruntsi) the Piccoli incision 
succeeded after the Kiistner incision failed. 
Incision Through the Anterior Lip oj the Cer- 
vical Ring and a Small Portion oj the Anterior 
Uterine Wall. (Partial anterior hysterotomy, 
Kehrer’s operation, Fig. 6.) In 1898, Kehrer 
published an account of an operation which 
he had successfully performed in one case. 
Without making a transverse incision in the 
anterior cul-de-sac, he split the anterior uterine 


Fig. 6. Kehrer’s Operation. The anterior uterine wall 
is incised from the external os for a varying distance up- 
ward. The fundus is reinverted and the incision sewed 
up as far as the internal os before being pushed through 
the severed ring. The remainder of the incision is sewed 
from the vaginal side. 


Fig. 7. Spinelli’s operation (Figs. 7 to 14). The in- 
verted uterus is drawn downward with traction forceps. 
The anterior vaginal wall is made tense by upward trac- 
tion and the anterior vaginal wall incised just above the 
anterior cervical lip by a transverse incision. There is no 
danger of cutting into the bladder, which is situated higher 
up. (See Fig. 1.) 


wall from the external os up to the middle of the 
uterine body. Through this opening the fundus 
was invaginated, while the sides of the split 
ring were held by traction forceps. Before the 
uterus was returned into the pelvic cavity the 
body was sutured down to the internal os from 
the peritoneal side. The remainder of the in- 
cision was united from the vaginal side after 
replacement. Thorn attempted this operation 
in one case of chronic inversion but failed and 
had to resort to Spinelli’s modification before 
he could reduce the inversion. 

Von Heroff publishes in a recent number of 
the Centralblatt fiir Gynékologie, April 20, 1907, 
the only other case I have been able to find 
where Kehrer’s technique has been success- 
fully employed. He succeeded in reducing by 
this method an inversion of the uterus of 5 
months’ duration, where manual reposition 
and treatment by the colpeurynter had failed. 

Transverse Incision in the Anterior Cul-de-sac 
and Incision oj the Anterior Uterine Wall jrom the 
External Os to the Fundus. (Complete anterior 
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Fig. 8. The anterior cervical lip is steadied by a forceps 
at either angle, pulling outward. 


colpohysterotomy, Spinelli’s operation, Figs. 
7 to 14.) In 1899, Spinelli modified Kehrer’s 


Fig. 9. With the forefinger placed in the ring as a 
guide, the anterior uterine wall is incised from the external 
os to the fundus, or as far as may be necessary for the 
accomplishment of the reinversion. 


operation by first opening the anterior cul-de- 
sac by a wide transverse incision; and second, 
splitting the entire anterior uterine wall from 
the external os to the fundus. He was entirely 
successful by this technique in a case of 
chronic inversion of 2 years’ duration. The 
technique is as follows: 

1. Transverse incision in the anterior cul-de- 
sac (Fig. 7). 

2. The anterior lip of the cervical ring is 
grasped with forceps (Fig. 8) and with the 
finger as a guide the anterior uterine wall is 


Fig. to. The split uterus is now reinverted through 
pressure upward by the thumbs and pulling outward by the 
index fingers. This is usually easily accomplished without 
tearing of the uterine tissues. ee 


split from the external os to the fundus (Fig. 
Q). 

3. The reinversion is easily accomplished by 
pulling outward with the index fingers and 
pushing inward with the two thumbs (Fig. 10). 

4. Removal of a wedge-shaped piece from 
each uterine wall whenever there is ectropion 
(Fig. 11). 

5. Suture of the anterior uterine incision with 
one or two layers of catgut (Fig. 12). 

6. Replacement of the uterus within the 
pelvic cavity (Fig. 13). 
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Fig. 11. After the reinversion has been accomplished Fig. 13. The fundus has been replaced within the 
there is a kind of ectropion of the uterine walls, so that the — pelvic cavity through the transverse vaginal incision. If 
peritoneal edges will not come together. To bring this there be a tendency for the uterus to drop backward, the 
about, a wedge-shaped piece should be removed from each round ligaments may be shortened. 
side of the incision. Notice that the fundus has been 
carried upward, while the cervix is now downward. 


Fig. 12. Line of incision is now sutured. Two layers Fig. 14. The transverse vaginal incision is closed except 
of sutures may be used, if desired. a small aperture for drainage. 
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7. Drainage of the anterior cul-de-sac (Fig. 
14). 

That the technique is a distinct advance over 
the others outlined above, is shown by the 
following table (Table IV), of 9 cases performed 
according to this method; Gayet, Jordan, 
Oui (2), Peterson (2), Spinelli, Taylor, Thorn, 
with g successes and no deaths. 


THE ABDOMINAL VERSUS THE VAGINAL ROUTE 
IN THE TREATMENT OF CHRONIC INVERSION 
OF THE UTERUS 
As far as mere statistics are concerned, the 

advantage lies decidedly with the advocates of 

the vaginal route in the treatment of chronic 
uterine inversion. While my own preferences 
are for the vaginal operation, as shown by my 
two cases operated upon by the Spinelli method, 

I am not blind to the fact that statistics are ever 

deceiving, and that one should not be entirely 

guided by them in choosing an operation for a 

certain case. Many of the abdominal opera- 

tions were performed at an early period, before 
the perfection of modern abdominal surgery. 

The vaginal operations, on the other hand, are 

of more recent date and for that reason should 

be more successful. 

A résumé of all abdominal and vaginal opera- 
tions, no operation being counted twice, gives 
the following: 

ABDOMINAL 


Total number of cases 

Total successes... . . 

OE IMIG 55 6) ssh tarde baie ani bok se 
Total deaths 


74 per cent 
26 per cent 
15 per cent 


VAGINAL 
Total number of cases............. 43 
WOtAD SUCCESSES... 55.55.5550 20 sees 38 = 88 per cent 
WOCAU TREES 66... 6sc.00 ees one 5 = 12 per cent 
NUON AMIN 665655 cs ascses: asecoiere,ea ° 


To-day any competent surgeon ought to be 
able to reduce the inverted uterus successfully 


by either route. But I firmly believe there are 
certain disadvantages connected with the ab- 
dominal operation, which ought to turn the 
scale in favor of the vaginal method of oper- 
ating. 

More Shock by the Abdominal Route. In many 
cases of chronic inversion the surgeon has to 
deal with a patient exsanguinated from frequent 
and profuse hemorrhages from the exposed 
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mucosa. Such anemic patients do far better 
when the operation is performed from below. 
An abdominal section on a patient with 4o per 
cent hemoglobin, or under, is a hazardous 
procedure and ever will be. At times it is next 
to impossible to check the uterine oozing long 
enough to increase the percentage of hemo- 
globin. Hence any procedure which dimin- 
ishes the danger of shock in these anemic 
patients should be selected. 

A study of the reported cases will show that 
when an attempt is made to dilate the ring from 
above, the effort is liable to be very time-con- 
suming. Hence in the case of a weakened 
patient, where rapidity of the operation is very 
important, the surgeon would be forced to give 
up dilatation of the ring and depend upon 
incision of its anterior or posterior pillars. But 
any cutting operation can be more quickly and 
accurately accomplished from below. 

Superiority of the Vaginal over the Abdominal 
Incision of the Ring. The inverted uterus being 
in plain sight, and capable of being dragged to 
the vulva, is in a much better position for in- 
cision than is the inversion funnel fro’ . above. 
At first sight this would hardly seem correct, 
but when one has had an opportunity of examin- 
ing a case of inversion, he can hardly fail to be 
convinced of its truth. If to this be added the 
difficulties of reinversion, after the incision has 
been made from above, as compared with those 
where the vaginal incision is employed, the 
advantages will be seen to more and more lie 
with the vaginal route. 

Ease with which Adhesions of the A ppendages 
can be Treated from Above. As Kiistner has 
pointed out, and his observation is amply con- 
firmed by a study of the reported cases of 
chronic inversion, adhesions are rarely present 
when the organ is inverted. And even where 
present, they can equally well be treated from 
below. They lie directly under the hand of the 
operator because of the relaxation and prolapse 
of the uterus and appendages. - 

Septic Cases Better Dealt with jrom Below. It 
is questionable whether reduction should ever 
be attempted when the inverted organ is septic. 
It certainly would seem as if the inverted mucosa 
were in the best possible position for energetic 
treatment, unless the sepsis be caused by necrosis 
due to strangulation. In this case it would not 
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be justifiable to replace the uterus, as the 
dangers of absorption would be increased rather 
than diminished. If, however, for any reason 
it should seem best to replace such inverted 
uteri, it would be the height of folly to expose 
clean pelvic and abdominal peritoneum to the 
dangers of septic contamination. Such cases 
would best be treated from below. 

Objections to Manipulations from Below ajter 
the Abdomen is Opened. Finally, it is always 
a disadvantage for the surgeon performing an 
abdominal operation to have to combine with 
such operative manipulations through the 
vagina. Yet a study of the reported cases 
shows that pressure upward by way of the 
vagina was almost invariably necessary in order 
to accomplish reduction, whether the con- 
stricted ring was dilated or incised. Either 
such manipulations must be performed by 
the operator with one hand, while he makes 
counterpressure with the other hand fromabove, 
or else the work must be intrusted to an 
assistant. Inthe first instance there is always 
the added danger of septic contamination; in 
the second event, no matter how good the 
assistant, his services cannot be as efficient as 
those of the operator. These objections are 
not met by the statement that after dilatation 
or incision of the ring, the parts can be pulled 
up from above. Such pulling or drawing up- 
ward has been most disastrous, because of the 
danger of tearing the friable tubes and 
ovaries. 

Choice of Vaginal Operation. Just asI am 
a firm believer in the advantages of the vaginal 
over the abdominal method of operating for 
chronic uterine inversion, so am I a strong 
advocate of anterior colpo-hysterotomy, the 
Spinelli operation. Still, I am free to confess, 
that in reality there is not so much difference 
whether one chooses the anterior or posterior 
uterine wall for his incision, provided he be 
prepared to enlarge it sufficiently, so that all 
tearing or mangling of the tissues may be 
avoided during the reinversion. It will not be 
necessary to make a long incision in all cases 
of chronic inversion. Sometimes it will not be 
necessary even to incise the peritoneum, as 
proved by such cases as Barnes, Duncan, 
Hirst and Hare. The mere cutting of the 
constricting fibers of the ring in cases such as 


these will prove sufficient to accomplish the 
reduction. Hence I believe one should pro- 
ceed as I did in my last case. The incision 
should be made down to, but not through, the 
peritoneum. If the case be of the kind where 
the inversion is easily accomplished after such 
an incision, the latter will suffice. In fact such 
an incision would probably be successful in 
most of the recent cases of inversion, before 
involution has occurred. But it will only occa- 
sionally be sufficient in the cases of long stand- 
ing inversion. Then it should be lengthened 
at once, prolonged and mutilating efforts being 
avoided. Whether the anterior or posterior 
wall be selected for this trial incision, its failure 
calls for a transverse cut through either the 
anterior or posterior cul-de-sacs. 

No Danger of Wounding Bladder by the 
Anterior Incision, At first sight it might seem 
as if there would be grave danger of wounding 
the bladder when the vesico-uterine pouch is 
opened, but a little consideration will show 
that such is not the case. The bladder is not 
drawn into the inversion funnel. It is only 
loosely connected with the uterus, hence it 
remains behind and clear of the transverse 
incision which is made along the edge of the 
anterior cervical lip. The constant filling of 
the bladder is another factor which will always 
tend to keep it up out of the funnel and away 
from the path of the incision. I think this is 
an important point, for many have decided, as 
did Hare, against this route because of the 
possible injury to the bladder. If this dan- 
ger does not exist, why is it not preferable to 
incise the anterior uterine wall? Certainly 
many thousands of vaginal operations have 
proved that anterior vaginal celiotomy is far 
simpler and easier than the posterior operation. 
Why does not the same hold true as regards 
the incision of the anterior wall in chronic 
uterine inversion ? 

If, then, the incision in the anterior lip of the 
cervix does not prove effectual, at once make 
the transverse incision in the cul-de-sac, and 
incise the cervix from the external os upward 
as far as may be necessary. After every centi- 
meter incised, reinversion can be gently tried 
until the proper limit has been reached, when 
the uterus can be replaced easily and without 
force. 
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Danger of Retrodis placement after Incision of 
the Posterior Uterine Wall. One of Spinelli’s 
objections to the posterior uterine incision was 
the tendency to adhesions along the line of inci- 
sion and resulting retrodisplacement of the 
uterus. I have noted this in Tables II, III, 
and IV, and find that in the 7 successful cases 
of Kiistner’s operation (Table II), the uterus is 
mentioned as being in normal position 5 times, 
which does not look as if the incision in the 
cul-de-sac had much influence upon the posi- 
tion of the uterus. However, the splitting of 
the posterior cervical wall, and the extension of 
the uterine incision upwards, apparently has 
the greatest effect, because from Table III 
(Piccoli’s operation) out of 14 cases where the 
position of the uterus is noted, it is mentioned 
as being retroverted in 9, too large a proportion 
to be merely accidental. It is difficult to say 
why splitting the entire posterior wall should 
be followed in so many cases by retrodisplace- 
ment, but such seems to be the case. 

Turning now to Spinelli’s operation we find 
the position of the uterus mentioned in only 6 
cases but it was noted as being retroverted only 
once. 
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If it be feared that permanent retrodisplace- 
ment will follow the vaginal operation for in- 
version, it is much easier to make some sus- 
pension operation through the anterior than 
through the posterior cul-de-sac. In my first 
case I suspended the uterus by passing catgut 
sutures around each round ligament, and pass- 
ing them out through the vaginal wall. This 
effectually prevented backward displacement 
of the uterus, and brought the line of suture 
up against the bladder-wall. Because of the 
danger in case of subsequent pregnancy, vaginal 
fixation should not be performed. 

The Closure of the Uterine Incision. One 
must be able to bring together accurately 
the cut edges of the uterine incision, if a satis- 
factory closure is to be made. This was 
not at all easy in at least 4 instances, Thorn, 
Neugebauer, and my own 2 cases. In the latter 
cases there was a decided ectropion of the cut 
edges, so much so that it was impossible to 
bring the serosal edges together. In both cases 
I acted upon Taylor’s suggestion and removed 
wedge-shaped pieces from each cut edge. The 


suture was much easier in the second case 


because more of a wedge was removed, thus 


TABLE IV 


CASES OF INVERSION OF THE UTERUS TREATED BY COMPLETE ANTERIOR COLPOHYSTEROTOMY 
(SPINELLI’S OPERATION) 





SUBSEQUENT 
PosITION OF 
UrTervus 


Slightly retro- 
verted 


ATTEMPTS AT 
MANUAL 
REDUCTION 


DuRATION OF 


INVERSION DRAINAGE 


OPERATOR 





Gayet 22 13 months Failure Yes Good 





Good 
Good 
Good 
Good 


JorDAN 34 Failure Yes 
Ou1 8 


Our 5! 


8 months 








5 months Failure 





17 months 





Normel 
anteversion 


PETERSON 54 16 months None Vaginal shortening of round liga- 


ments 





Good 


Normal 
anteversion 


Failure 
2 months after 
labor 


PETERSON 53 Patient examined 24 years after 


124 years 
a. Position of uterus nor- 
mal. 





Good 


Normal | 
anteversion 


SPINELLI 65 2 years 





Good 
Good 


Normal 


Normal 


TAYLOR 7 months Failure Yes 





THORN inal fixation. 


Kehrer’s incision failed 


5 months Failure Yes 





























SUMMARY OF CASES BY SPINELLI’S METHOD 


rer idle Rain hi SURGE IAL AE GEREN AE MAO AL eRe 
Successes... oe 

Failures... 

Deaths.. 

Manual reduction of inversion tried and d failed. 


Spinelli incision successful after failure of ~ eh 

Number of cases in which drainage was used.. 

Uterus stated as being in normal position . piakcin Riese 
Uterus stated as being slightly retroverted............. 
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allowing better coaptation of the serosal 
edges. 

The wall may be sewed in layers with a con- 
tinuous or interrupted suture according to the 
fancy of the operator. 

Drainage. Drainage was employed 13 times 
in the 43 cases. It would seem to me a little 
safer to leave in a small gauze wick for drain- 
age, whether the incision be made in the anterior 
or posterior cul-de-sac. Still the future may 
show that the undrained cases do better than 
those where drainage has been employed. We 
are more apt to drain in a new and untried 
operation. As we become more familiar with 
the technique we are more liable to discard 
drainage, and such may be the case here. 

Pregnancy ajter Incision of the Uterus. While 
there may be important histologic changes such 
as atrophy, and at times almost complete dis- 
appearance of the uterine glands because of the 
position of the uterus in chronic inversion, it is 
fair to assume that so long as menopausal 
changes have not occurred, enough normal 
endometrium will remain so that regeneration 
will promptly follow reinversion. If this be true, 
and the appendages remain normal, it ought 
to be perfectly possible for pregnancy to super- 
vene, no matter of how long standing the 
inversion may have been. This assumption 
is shown to be true by such cases as that of 
Tyler Smith, where a normal pregnancy and 
labor followed reduction ot an inversion of 12 
years standing. What then will be the result 
of pregnancy and labor when part of or the 
entire uterine wall has been incised in bring- 
ing about the reduction? 

From experience with Cesarean section, 
both vaginal and abdominal, it is fair to 
assume that rupture of the uterus will not 
follow labor after inversion operations. Rup- 
ture of the uterus occurs not so much as a 
result of the uterine scar, as from violent efforts 
on the part of the uterus to overcome the 
obstacle imposed by a contracted pelvis, etc. 
Hence, when these obstructions are absent, it 
does not seem probable that rupture will occur, 
no matter if nearly the entire uterine wall be 
excised. 

We are now in a position to prove that our 
assumption is correct. Pregnancy, follow- 
ing incision of the uterus for inversion, has 


2II 


occurred 5 times. In Westermark’s case the 
patient was 2 months pregnant at the last 
examination, so we have no means of knowing 
how she passed through her labor. In the 
other cases (Born, Dahlgren, Kiistner, and 
Keilman) we have more accurate information. 
In Dahlgren’s case it is stated that the preg- 
nancy was not interrupted, the assumption 
being that the labor was normal. In Born’s 
and Keilman’s cases the labors apparently 
were normal, but the placentas were both 
adherent. Convalescence in each case, however, 
was uninterrupted. Kiistner’s patient became 
pregnant 3 years after the operation, and died 
4 days after the confinement. Keilman argues 
that inasmuch as the patient was attended by a 
midwife and no physician was called, as would 
have been the case if the uterus had ruptured, 
death probably was caused by sepsis. 
Operation much Better than Prolonged Efforts 
at Reduction by Means of Taxis. The history of 
the treatment of chronic uterine inversion has 
not been creditable to gynecologists until very 
recently. Old ideas of refraining from opera- 
tion, and making unjustifiable efforts at reduc- 
ing the inversion by taxis have prevailed and 
still influence our treatment to a large extent. 
Why should we repeat the dismal attempts at 
manual reduction, so often followed by failure 
or unjustifiable rupture of, or injury to, the 
soft parts? Why should we use taxis for an 
hour, every minute of such time meaning a 
large loss of blood to a patient perhaps already 
much exsanguinated? Why in the light of the 
literature of the subject do we try taxis at all? 
Why not at least cut through the ring down to 
the peritoneum first? Then taxis may be em- 
ployed to advantage. It may look easy to 
force a large fundus through a small, constricted 
ring but the history of such attempts show the 
opposite to be the case. In my own 2 cases I 
tried to restrain myself from what my experience 
with the second patient years before, had proved 
to me to be foolish treatment. I did not waste 
my time in attempting manual reduction, and 
the outcome in both cases showed the wisdom of 
sucha decision. Both patients were weak from 
loss of blood, and taxis would have meant still 
more bleeding. As it was, I could not reinvert 
the uterus in either case unti] the anterior uter- 
ine wall had been incised nearly to the fundus. 
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INVERSION OF THE VAGINA! 


WirH THE DESCRIPTION OF A PRESUMABLY NEW OPERATION FOR Its RELIEF OR CURE 


By PHILANDER A. HARRIS, Paterson, NEw JERSEY 


of the vagina to indicate complete pro- 

lapse of the vagina, and the consequent 

descent of more or less of the pelvic vis- 
cera in the hernial sac. In so-called descensus 
uteri— procidentia uteri, or prolapse of the 
uterus—the urethra, bladder, rectum, and 
other pelvic and abdominal viscera, contribute 
more or less to the formation of the mass, as 
also occurs in its clinically related analogue, 
inversion of the vagina. 

When this condition of descensus, or hernia, 
continues after removal of the womb, the uterus 
can no longer figure in the nomenclature of the 
condition, and the writer assumes that the 
vagina is entitled to the next first place in a 
naming relation. Inversion of the vagina can 
only be said to occur where the womb or most 
of it has been removed. 

I have met with but 3 cases of inversion of 
the vagina. I performed the primary vaginal 
The first 


|: this paper I employ the term inversion 


hysterectomy in 2 of these cases. 
one was operated upon about 7 years ago and 


has been lost from view. The second case 
presented herself to me with complete inversion 
of the vagina 4 years after I had removed her 
uterus by the vaginal route for fibroid. This 
patient’s womb had not come outside of her 
body at any time preceding the hysterectomy. 
She had, however, since the removal of the 
womb, consulted another physician who per- 
formed for her, in another hospital, some plastic 
operation upon the vagina for the relief of the 
inversion without any good effect whatever. 
For the cure of the inversion of her vagina I 
operated upon her as follows, in the Passaic 
General Hospital, on December 4, 1906: 

The vagina was first disinfected, then re- 
turned to place, and so tightly packed with 
to-and-fro gauze as to distend it. A median 
line suprapubic incision was then made, the 
round ligaments found and dissected from 
their imbedments. A hole was then made at 
each side of the vagina near its fundus. The 


right round ligament was threaded through 
these apertures from right to left, and the left 
ligament was then made to transfix the vagina 
by threading it through the same apertures 
from left to right; each distal end was then 
drawn taut and sewed to the base of its fellow, 
and also stitched with catgut through the vagina 
at the points between immergence and emer- 
gence. A small perineorrhaphy was then 
resorted to. 

When the patient left the hospital, the fundus 
of the vagina was located so high that I could 
not reach it with the examining fingers. Ex- 
amination of the case 3 months afterward gave 
no evidence of prolapse of the bladder, rectum, 
vaginal walls, or the vagina itself. The 
woman lives a very considerable distance in 
the country, and I am not able to give a later 
report than stated above. 

The second and last case upon which I per- 
formed this operation appeared in the charity 
service of one of the hospitals where I work, 
with the history that she had suffered for many 
years with prolapse of the womb, and had. 
entered a neighboring hospital where she had 
undergone the operation of vaginal hysterec- 
tomy less than a year before she came to my 
notice. I found complete inversion of the 
vagina, and am able to submit for your inspec- 
tion two rather poor photographs showing the 
condition. 

She was operated from above in the same 
manner as the other case, above described, 
excepting that I denuded the mucous mem- 
brane of the vagina at its fundus, before 
transfixing it with the ligaments, and I also 
purposely omitted the operation of perineor- 
rhaphy in order that I might see the result of 
the unaided suprapubic work. In this case the 
vagina was also held welland high up. There 
remained, however, a degree of rectocele for 
which I performed a perineorrhaphy before 
allowing her to leave the hospital. The imme- 
diate results appear to be entirely satisfactory 


_ 1 Read before the American Gynecological Society, May’9, 1907. 
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but it is of course rather too soon to judge of 
the remote effects of the operation. 

Should any one wish to perform this opera- 
tion of transfixion of the vagina with the round 
ligaments, I would, for theoretical reasons at 
least, suggest the denuding of the mucous 
membrane at the fundus of the vagina before 
transfixing it with the round ligaments, as 
was done in my second operation. 

So much for my personal experience with 
inversion of the vagina and in operating there- 
for. Desiring to obtain at first hand, from 
physicians, information regarding inversion 
of the vagina, I addressed a circular letter to 
the Fellows of the American Gynecological 
Society, the Fellows of the American Surgical 
Society, and the members of the New York 
Obstetrical Society, who did not also hold 
membership in either of the two societies first 
mentioned, numbering in all 228. 

Of those addressed 46 reported having seen 
a case or cases of prolapse of the vagina. Most 
of the doctors addressed stated the exact num- 
ber of cases they had seen, which made a 
total of 88 cases. Eight physicians did not 
give the exact number but used the expressions 
“few” or “several.” I credited every one of 


these with 3 cases which made a total of 21. 
One physician reports having seen probably 
half a dozen, he was credited with 6 cases. 
Another used the expression ‘‘about six.” I 


credited him with 6 cases. Another had seen 
20 or 30, he was credited with 20. Another 
had seen 2 or 3 cases, he was credited with 2. 
Two reported ‘“‘having seen cases,” each of 
them were credited with 2 cases. Quite a 
number of cases of incomplete prolapse of the 
vagina were reported, none such, however, 
were accepted as additions to my list. 

As to the existence of procidentia uteri, 
before the performance of hysterectomy, it 
was reported as having been present in 57 of 
the 153 cases, as probably present in 43 cases, 
as having been absent in one case, and not 
stated in 52 cases. 

In this relation it might be said that many 
of my correspondents asserted that, if the truth 
were known, they believed almost every case of 
complete prolapse of the vagina would show 
that procidentia uteri existed prior to the 
hysterectomy. 
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Through correspondence I have collected 
150 cases, which, with 3 cases reported by 
myself, give a total of 153 cases of complete 
prolapse of the vagina, or what I term inver- 
sion of the vagina. In 63 cases inversion of 
the vagina followed vaginal hysterectomy. 
In 30 cases it followed suprapubic hysterec- 
tomy. ‘Twenty-six other cases were reported 
as having mostly occurred after vaginal 
hysterectomy. In the report of 37 cases my 
correspondents did not state whether inversion 
of the vagina followed suprapubic or infrapubic 
hysterectomy. 

As will be seen by the following reports, a 
great variety of operative procedures have been 
resorted to by my correspondents for the cure 
of this condition. Five operators reported 
altogether 11 operations by colpocleisis. All 
of these cases were cured of the inversion, 
with, of course, loss of the vagina. Two phys- 
icians reported 6 cases as having been operated 
upon by “plastic work in the vagina.” As to 
the results, 3 of these are marked as “not having 
been satisfactory,’ in the 3 remaining ones 
the results were ‘“‘not as good as hoped for.” 

Three physicians reported 4 cases operated 
upon after the technique of Dr. Le Fort. The 
results of these 4 cases were marked as follows: 
One, “successful; 2, ‘cured of the prolapse 
but with a loss of the physiology;” 1, result 
not stated. One case is marked as “having 
been operated upon by anterior and posterior 
colporrhaphy,” result not stated. Four physi- 
cians reported 6 cases as “having been operated 
upon by anterior and posterior colporrhaphy,”’ 
presumably the operation of Le Fort with the 
following results: One “failure;” 1, ‘cured;”’ 
3, “good;” 1, “some prolapse followed.” 

For 1 case operated upon by exaggerated 
perineorrhaphy the expression “perfect result” 
is used to denote the end-effect. Two are 
marked as having been subjected to Edebohl’s 
operation, result ‘“‘successful.” One operator 
reports 2 cases operated upon by “extensive 
perineorrhaphy,” results “good.” 

Two physicians report 3 cases as having 
been operated upon by “suturing the lateral 
ligaments in vault of the vagina, and anterior 
and posterior colporrhaphy with exaggerated 
perineorrhaphy,” results: Two “good,” the 
other 1 “well.”” One physician reports two 
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Fig. 1. Inversion of the vagina. Direct view. 
cases as having been operated upon by 
“Freund’s wire suturing,” result; ‘‘no lasting 
benefit.” One correspondent reports having 
operated upon 2 cases “by suprapubic ventro- 
fixation of bladder, followed with anterior and 
posterior colporrhaphy,” results “satisfactory.” 
One physician reports 2 cases operated upon by 
“suprapubic section, and suturing the vagina 
to the parietal peritoneum, results not stated. 

Two other operators report operation by 
“suprapubic section — suturing the broad, and 
sacro-uterine, and round ligaments, to the 
upper end of the vagina, or to the cervix if 
present,”’ results ‘‘excellent” in all cases. 
One operator reports having, by access through 
suprapubic section, obliterated the vesico- 
rectal space, he then did “plastic operation 
on anterior and posterior vaginal walls.” 
“Comfortable” is the expression employed to 
denote the result. 

Two physicians report having operated 
“by suprapubic section,’ and the exact work 
consisted ‘‘in sewing the bladder to the abdom- 
inal parieties.” In 1 of these cases the result 
is not stated. In 3 of them the immediate 
results are reported as having been “good,” 
but these 3 patients had all shortly been lost 
sight of. 

One operator reports “having much bene- 
fited”” 3 cases by work done through supra- 
pubic section. The exact nature of his work 
is not explained. He was very ill when he 
wrote me and probably not able to write more 
fully. 

Where hysterectomy is done, with a previous 
history of a complaint of uterine prolapse, 
many operators in later years have adopted 


Fig. 2. Inversion of the vagina. Side view. 

the practice of sewing the round and broad 
ligaments firmly to the cervical stump, or at 
the top of the vagina. To this some have 
attributed the fact that inversion of the vagina 
did not succeed the procidentia uteri and the 
hysterectomy. A most lamentable list of cases 
may be formed from the information supplied 
by my correspondents of cases in which there 
was not claimed to be any pathology in the 
uterus itself, or its adnexa, but in which a 
hysterectomy had been done for a cure of 
symptoms occasioned by the prolapsed uterus. 

A very large number of cases of inversion 
of the vagina, with prolapse of more or less 
of the bladder and rectum, was the common 
result of hysterectomy performed for the cure 
of prolapse of the uterus. 

With a view of preventing this prolapsus, 
several operators tried to anchor the ligaments 
at the upper end of the vagina, after removal 
of the uterus by infrapubic section, resulting 
in a few successes, and many failures. I re- 
ceived notice of a clinic from one of the mem- 
bers of this Society at just the time I was issu- 
ing my circular letter, and I noticed that one 
of the operations marked on his hospital card 
was, “‘vaginal hysterectomy, for cure of uterine 
prolapse.” This member is undoubtedly a 
particularly successful infrapubic hysterec- 
tomist, and he has also done a great variety 
of operations from below, which most men 
do from above, and it is not impossible, that 
with what I assume to be his very excellent 
technique, he may have been successful in that 
particular operation in preventing inversion 
of the vagina, and he may also have so suc- 
ceeded in other cases. If so, he is far more 
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Fig. 3. Transfixion of the vagina with the round liga- 
ments for cure of inversion of the vagina, 


skillful in that relation than most of my corre- 
spondents. 

It is possible that in this collection of 153 
cases of inversion of the vagina, some of the 
patients may have been seen by two or more of 
my correspondents. This might happen, partic- 
ularly in large cities. In New York one cor- 
respondent reports 18 cases, without a single 
operation. Such cases would naturally con- 
sult someone else and, for aught I know, some 
of them may have been reported to me by 
other operators. 

The following is the-only information I re- 
ceived from my correspondents regarding non- 
operative treatment. In one case the vagina 
is kept from inverting by constantly wearing 
an egg-shaped pessary. Another correspondent 
reports a patient ‘‘kept comfortable by. wearing 
a mechanical contrivance.” One other corre- 
spondent reports, ‘“‘the vagina kept up by wear- 
ing an inflated large rubber-ring.” 


CONCLUSIONS 

Inversion of the vagina will succeed pro- 
cidentia uteri, in a considerable proportion 
of all cases in which there is a history of the 
uterus having come out of the body before 
the hysterectomy, unless while removing the 
uterus the stumps of the uterine ligaments are 
securely fastened in the fundus of the vagina 
or to the remaining uterine neck. 

Anchorage of the uterine ligaments to the 
fundus of the vagina, or to the cervical stump, 
is a very easy matter as a part of the operation 
of suprapubic hysterectomy in the hands of 
experienced operators. 

It is probably a less easy, if possible task, 
to effectually anchor the uterine ligaments to 
the vagina in infrapubic hysterectomy. This 
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opinion is, of course, based upon numerous 
failures reported by my correspondents. 

In removing the uterus for any purpose, by 
the suprapubic route, the stumps of the uterine 
ligaments should be drawn taut and well 
anchored to the stump. Any one who is 
not reasonably certain of his ability to secure 
properly the stumps of the uterine ligaments 
to the uppermost part of the vagina, as a part 
of vaginal hysterectomy, should, in no instance, 
attempt to remove the uterus by the vaginal 
route for the cure of procidentia uteri, for the 
reason that the ultimate effects of a considerable 
proportion of all such cases will be failures, 
because inversion of the vagina will simply 
supplement the procidentia uteri. 

Colpocleisis is doubtless the most effectual 
method of overcoming inversion of the vagina, 
but the consequent loss of physiology consti- 
tutes an item of very grave importance. 

The cure, or the degree of relief, obtained 
from the various colporrhaphies, including the 
operation of Le Fort, would appear to depend, 
to a very considerable extent, upon the area 
of mucous membrane removed. The greater 
the area of mucous membrane sacrificed, the 
greater was the relief obtained so far as the 
cure of the vaginal inversion is concerned. So 
much tissue was removed in certain cases, 
however, that the physiology of the vagina was 
lost in the cure of its inversion. 

The results obtained by a number of my 
correspondents, from operations in which the 
most essential element was a fixation of the 
bladder to the abdominal wall, indicate that 
just that procedure is of great benefit to these 
cases. 

Particular attention is directed to the good 
results obtained by two of my correspondents 
from suturing the sacro-uterine and round 
ligaments to the fundus of the vagina. 

As to the comparative merits of this opera- 
tion and my own, in which an equal number 
of cases are reported with apparently equal 
results, I have little to say, other than that the 
threading of the round ligaments through 
the lumen of the vagina, and the preparation 
of the field, and sewing it, as described in my 
operation, strike me as possessing all the merits 
of the other operation, and possibly some 
additional advantages. For example, after 
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the ligaments have been threaded through the 
lumen of the vagina, in opposite directions, 
and are each seized with forceps and drawn 
taut, one appreciates the particular value of 
having the fundus of the vagina constitute a 
sort of pulley under which the two tension cords 
may be drawn; the further they are drawn 
through, the higher the vagina is lifted. When 
thus drawn taut to the desired extent they are 
simply held in the grasp of forceps until the 
requisite sewing with catgut is accomplished. 
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INDUCED LABOR AND DELIVERY BY ABDOMINAL SECTION?! 
By EDWARD P. DAVIS, PHILADELPHIA 


MONG obstetric operations there is 
none which, in selected cases, gives 


better results than the induction of 
This is especially true in dis- 
proportion between mother and child, whether 
caused by pelvic contraction, excessive fetal 


labor. 


size, or prolonged pregnancy. Private pa- 
tients are especially benefited by this opera- 
tion, as they usually come early under the care 
of the obstetrician, and give him a better oppor- 
tunity to study their cases than do hospital 
patients. Private patients who have passed 
through disastrous first confinement are often 
safely delivered in subsequent labor by the 
induction of labor. 

Experience, however, and the study of sta- 
tistics, show that induction of labor is not 
without serious disadvantages; it is a process 


uncertain in duration, often exposing the patient 
to considerable loss of rest and to prolonged 
suffering. Labor is rarely terminated without 
some active interference, and this is most 
often to be accomplished through a cervix 
poorly prepared for dilatation. Some of the 
methods employed to terminate induced labor 
produce unfavorable presentations and posi- 
tions of the fetus, increasing the risks to mother 
and child. While it is possible, considering 
the interests of the mother first, to have a low 
mortality and morbidity rate for her, the best 
results, so far published, give a very consider- 
able mortality and morbidity for the infant. 
We believe that the induction of labor com- 
pares in gravity, when the interests of both 
mother and child are considered, with other 
major obstetric operations. 


8 Read before the American Gynecological Society, May 7, 1907. 
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The following cases in the experience of the 
writer illustrate these statements: 


CasE 1. Primipara; justo-major pelvis, 300 days 
gestation; induced labor terminated by the use of bou- 
gies, a large elastic bag, and the forceps. The child 
weighed 104 pounds. Mother delivered with but slight 
injury, immediately repaired. 

CasE 2. A frail young woman with justo-minor pel- 
vis, external conjugate, 183 cm.; had during her first 
pregnancy pernicious nausea and vomiting. ‘This preg- 
nancy terminated by the preparations made for induced 
labor, at 228 days’ gestation, the child weighing 4 
pounds, 2 ounces. 

The second pregnancy terminated by forceps at 8 
months’ gestation, the child weighing 6 pounds, 2 
ounces. 

The third pregnancy was allowed to go to 8 months, 
when preparations were made to induce labor. These 
preparations excited labor-pains, and the patient was 
spontaneously delivered of a living child, weighing 6 
pounds, 124 ounces. This patient is the wife of a physi- 
cian and was formerly a nurse. She understands 
thoroughly the reason for the induction of labor; and 
labor seems induced in her case, as much by mental 
suggestion as by the introduction of bougies. 

Case 3. A rather frail, ill-nourished woman, with 
justo-minor pelvis, external conjugate, 183 cm. In her 
first pregnancy the question of the mode of delivery was 
seriously considered, and various methods of treat- 
ment were submitted to her and her husband for a 
choice. Induction of labor was selected. The first 
labor occupied 4 days, and was conducted by the 
introduction of bougies, the use of dilating bags, and 
the employment of forceps. The occiput rotated 
posteriorly, and a male child weighing 6} pounds was 
safely delivered. The biparietal diameter of the head 
measured 84 cm.; slight lacerations resulted which 
were immediately closed by suture. 

Her second pregnancy was terminated at 261 days’ 
gestation by the same methods; the duration of labor 
was about 24 hours. A male child weighing 6? pounds, 
49 cm. long, was safely delivered; the biparietal 
diameter was 8} cm. 

These children have done well, but have been more 
than usually subject to infection of the throat and ears. 
The mother remains in perfect health. 

CasE 4. This patient’s pelvis measured: anterior- 
superior spines, 244 cm.; crests of the ilia, 284 cm.; 
trochanters, 33 cm.; diagonals, 24 cm.; external con- 
jugate, 21 cm.; circumference, 99 cm.; between the 
spines of the ischia, 154 cm. 

The patient is a woman of more than average intel- 
ligence and of excellent courage. She is, however, so 
sensitive to pain that uterine contractions completely 
paralyze the voluntary and essential forces of labor. 
Her husband is a remarkably well-developed man, 
having a large cranium, excessively broad. 

Her first pregnancy terminated at full term in pro- 
longed labor, with failure of expulsive forces, and the 
application of forceps followed by the death of a large 
male child. The lacerations were closed by secondary 


operation, and when the patient found herself again 
pregnant, she came under my charge. The first child 
was not weighed. 

The second pregnancy was terminated by the induc- 
tion of labor at 262 days, although the pelvis is above 
the average in size. The patient did not choose the 
induction of labor, but was willing to undergo any oper- 
ation, including section. Induced labor was based upon 
the patient’s lack of expulsive force, the development 
of the husband, and the unusual size and develop- 
ment of his cranium. This induced labor was con- 
ducted by the introduction of bougies, of elastic bags, 
and by the use of forceps. Forty-eight hours was con- 
sumed in labor, which terminated in the birth of a 
vigorous male child weighing 9 pounds. 

The third pregnancy was terminated by induced 
labor at 257 days, by the same methods, resulting in 
the birth of a female child, weighing 8 pounds. 

The fourth pregnancy was terminated at 257 days’ 
gestation by the same methods, with the birth of a vig- 
orous male child, weighing 8 pounds, 5 ounces. This 
child was 49 cm. long; the biparietal diameter of the 
cranium 9} cm. This labor occurred during a period 
of intense heat in August, and as there was some ten- 
dency to hemorrhage the uterus was packed with iodo- 
form-gauze. In spite of this a large clot formed be- 
tween the fundus and the gauze, but serious hemor- 
rhage did not occur. The mother and the 3 children 
are in remarkably vigorous health. 


These cases fairly illustrate what may be ac- 
complished in many cases by the induction of 
labor in private patients. Every facility was 
afforded in the houses of these patients, and a 
complete hospital technique in anesthesia, 
asepsis, and antisepsis, was employed. Abun- 
dant assistance was secured, and the cases 
were conducted as if in hospital. 

Induced labor, however, does not always 
terminate so successfully. 


CasE 5. A small poorly-nourished woman, aged 
33 years, the wife of a physician. The pelvis measured, 
anterior-superior spines, 22 cm. crests of the ilia, 244 
cm.; trochanters, 33 cm.; left oblique diagonal, 203 cm., 
right oblique diagonal, 21 cm.; external conjugate, 16{ 
cm.; circumference, 80 cm. 

The patient had had a spontaneous abortion from 
which she made a good recovery. During her second 
pregnancy, the method of delivery to be selected in 
her case was thoroughly canvassed by the patient and 
her husband; the disadvantages of the various methods 
of delivery were stated as fully as possible. The cer- 
vix uteri was poorly developed, but little softened, and 
the case was unfavorable for the induction of labor. 
No other procedure, however, was favorably considered 
by the patient and her husband, and the induction of 
labor was demanded. The patient entered a hospital, 
having a private room and special nurse. At 224 days’ 
gestation, as nearly as could be calculated, the patient 
was anesthetized with chloroform, and the cervix dilated 
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with metal bougies. Dilatation was difficult and was 
accompanied by hemorrhage; the membranes were not 
ruptured and were separated extensively from the lower 
portion of the uterus, and several bougies were intro- 
duced. These remained in the womb 48 hours with- 
out exciting labor-pains. They were then removed 
and a packing of iodoform-gauze carried through the 
cervix and firmly applied about the cervix. On the 
following day the membranes ruptured spontaneously, 
without appreciable uterine contraction. As labor 
did not develop on the day following, the patient was 
again anesthetized, the cervix dilated as much as was 
thought safe, with Newell’s dilator, and a good-sized 
elastic bag introduced and distended. No uterine 
contractions developed and the patient came out from 
the anesthetic. She suffered intensely from pain, and 
was threatened with exhaustion. The temperature 
rose to ror° F., the pulse to 120°. The uterus seemed 
to be in a partially tetanic condition, and the bag caused 
so much suffering that it was removed. The cervix 
softened and dilated very imperfectly, and efforts to 
hasten labor were abandoned and the patient given 
morphia to secure sleep. On the following day she had 
severe vomiting, with absence of uterine contractions. 
On the next day, 5 days after the introduction of the 
bougies, the cord prolapsed and a shoulder presentation 
developed; uterine contractions gradually occurred; 
the patient was anesthetized by ether; the cervix cau- 
tiously dilated by the hand; and a dead and partly 
macerated fetus was delivered by version and extraction. 
Intravenous saline transfusion was given; the patient 
rallied well and made a good recovery. The cervix was 
considerably torn, but was immediately repaired after 


delivery, and the lacerations healed without infection. 

A few months after, conception again occurred. 
The patient and her husband declined to make sug- 
gestions or choice concerning a method of delivery, 


except positively to decline induction of labor. After 
discussing craniotomy, forceps delivery, and section, 
they selected section, and against my advice, requested 
that further impregnation be made impossible by 
hysterectomy. The patient was accordingly brought in 
the best possible condition during pregnancy, and spon- 
taneous labor began, as nearly as could be calculated, 
8 months and 11 days after conception. The patient 
was brought by her nurse immediately to the Jefferson 
Maternity, where celio-hysterectomy was performed. 
A vigorous female child, weighing 7 pounds 14 ounces, 
was safely delivered. On the left side of the pelvis the 
descending bowel was adherent over a considerable 
area to the pelvic tissues. 

During convalescence the patient nursed the child 
successfully. Partial necrosis of the stump occurred, 
which caused a vaginal discharge for several weeks. 
There was no infection. Although the tubes and ova- 
ries were removed with the body of the uterus, 2 months 
afterward, the patient had what seemed to be a men- 
strual flow, with the discharge of a small clot. She 
has made a complete recovery, and the mother and 
child are in excellent health. She has suffered some 
annoyance from flushing with sensations of heat, but 
this has completely subsided. 
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In this case I advised strongly against hys- 
sterectomy. It was explained to the parents 
that should the child live and arouse great 
interest and affection, and then die, that they 
might regret the impossibility of further pro- 
creation. At the present time, they state that 
the child is so great a pleasure to them that 
they wish there was the possibility of others. 

In this case every facility was afforded for 
the successful induction of labor. The poorly 
developed birth canal made the induction of 
labor, in my opinion, a-far more dangerous 
operation than section. Experience taught 
the patient and her husband that this view 


was correct. 

Case 6. A woman inheriting a vigorous constitution, 
became pregnant soon after marriage. She was in- 
clined to be fat, and exceedingly luxurious in her habits. 
She carefully avoided exercise, ate rich food, and al- 
though inheriting a good physique was soft and flabby. 
During the early months of her first pregnancy she de- 
veloped a typical specific infection. Although appro- 
priate treatment was prescribed, it was very difficult 
to induce the patient to take the remedies proposed. 
This pregnancy terminated in the spontaneous expul- 
sion of a macerated fetus, at about 9 months. The 
placenta showed lesions characteristic of specific dis- 
ease. The husband stated that he had been infected 
before marriage but had been pronounced cured by his 
physician. The patient recovered from the specific 
infection without secondary lesions, and remained in 
her accustomed health. 

She then had two pregnancies at intervals of 18 
months, each terminating in early spontaneous abor- 
tion. She was treated on those occasions by thorough 
curetting under anesthesia. For these operations, a 
skilled anesthetizer was selected, as the patient took 
ether badly, having profuse bronchial catarrh, and 
becoming readily cyanosed. She recovered from these 
abortions and remained in her accustomed general 
health. 

When her fourth pregnancy developed she realized 
the importance of anti-specific treatment, and took the 
remedies ordered faithfully. Her confinement was 
expected last autumn, and during the summer, in a suit- 
able climate, her general health was exceptionally good. 
Her mode of living, however, and the absence of exer- 
cise, remained the same. Her pelvis was of average 
dimensions and symmetrical. 

As nearly as could be estimated, she went to full 
term without signs of labor. Anticipating difficulties, 
various methods of treatment at labor were discussed 
with the patient. She was exceedingly apprehensive 
and anxious that pregnancy should terminate. She 
would not listen to the possibility of section under any 
circumstances. She earnestly desired the life of the 
child, as it seemed possible that the child might survive. 
Judging from the heart sounds, the child was of average 
vigor and development. 
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Accordingly at her request, labor was induced. 
Under partial anesthesia, bougies were introduced, and 
12 hours later the cervix was found considerably soft- 
ened and slightly dilated. Uterine contractions did 
not develop. Dilating bags were then employed, but 
the cervix was excessively resisting. ‘Twenty-two hours 
after the induction of labor, a large-sized Voorhees’ bag 
was introduced and gradually distended. When con- 
siderable pressure was exerted the bag burst. The 
cervix was then more than one half dilated, the mem- 
branes unruptured, the patient having irregular pains 
of which she loudly complained, and impatiently urged 
the termination of labor. Twenty-four hours had 
passed since the beginning of labor. Anticipating dif- 
ficulty, the patient was put in charge of a skilled surgi- 
cal anesthetizer who had given her ether successfully 
once before. With abundant assistance, preparations 
were made to deliver by forceps, or to perform craniot- 
omy. Under ether the cervix was dilated with great 
difficulty by the two hands, the membranes having been 
ruptured an hour previously to secure uterine contrac- 
tion. The occiput rotated posteriorly and could not be 
turned to the pubes. Multiple incisions were made in 
the cervix, and a living female child weighing 8 pounds 
was delivered, the occiput remaining posterior. Dur- 
ing delivery the mother became somewhat asphyxiated, 
and labor was expedited as much as possible. The 
cervix was somewhat lacerated and also a central tear 
of the pelvic floor to the vulva but not into the rectum, 
occurred. The placenta was immediately delivered, 
the lacerations quickly closed, and the patient speedily 
recovered consciousness. The action of the heart was 
not satisfactory, and shortly after labor the patient was 
greatly distressed by a profuse bronchial and nasal 
catarrh. The right heart became overburdened, and 
the patient died about 2 hours after delivery, remain- 
ing conscious until just before death, but complaining 
of great dyspnea. Stimulation was abundantly given 
hypodermatically, oxygen was employed, artificial res- 
piration practised, but nothing which was done had the 
slightest effect. The child survives in excellent health. 


Those who have had considerable experience 
in dealing with difficult cases of labor have 
sometimes been obliged to terminate induced 
labor by section. In fact, it is a wise and 
justifiable procedure in all complicated cases 
to be prepared for section during an induced 
labor. 

The writer would strongly urge the import- 
ance of conducting cases of induced labor in 
such a manner that the patient shall be in favor- 
able condition for a major operation if neces- 
sary. We do not believe it justifiable during 
induced labor to make efforts at delivery by 
forceps or version, unless the conditions are 
such as to make it reasonably certain that these 
operations will be immediately successful. If 
engagement of the head does not develop dur- 
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ing induced labor the use of the forceps is a 
dangerous procedure. If the operator is sure 
of the size and contour of the pelvis, and rea- 
sonably certain of the comparative size of the 
fetus, version, where the head does not engage, 
is the safer operation. The writer would not 
resort to delivery by section in a case where 
efforts at delivery by forceps or by version had 
been made. We believe that with careful anti- 
septic technique it is possible to introduce 
bougies within the uterus, or even to employ 
dilating bags without infecting the patient. 
These procedures should not cause lacera- 
tions and should not essentially wound the 
epithelia of the genital tract. It is impossible, 
however, to make tentative traction with for- 
ceps, or to practise the manipulations neces- 
sary in attempting version without producing 
lesions in the genital tract through which infec- 
tion may enter. It is our practice then to 
decline celio-hysterotomy in all cases where for- 
ceps or version has been tried. 

In severely septic cases, the child being dead 
and unsuccessful efforts having been made at 
delivery, we believe that the Porro operation 
will give the best results. 

In cases where forceps or version have been 
tried without success, if the child is living, we 
believe that the consultant should again try 
whichever of these procedures he thinks best, 
utilizing Walcher’s position if advisable, fail- 
ing in which craniotomy should be done. 

In reviewing my deliveries by abdominal 
section, I find: 


Cast 7. A young primipara, with justo-minor 
pelvis, true conjugate, g cm.; labor was induced at the 
Maternity by the introduction of bougies; labor be- 
came vigorous, but the cervix and lower uterine seg- 
ment were so poorly developed and inelastic that it was 
thought dangerous to attempt artificial dilatation. The 
patient was delivered by section, and during the ex- 
traction of the child the uterine tissue, which was poorly 
developed and thin, tore and it was necessary to per- 
form hysterectomy. The mother and child made a 
good recovery. 

Case 8. Primipara; dwarf; justo-minor pelvis; true 
conjugate, 7?.cm. Labor induced at the Philadelphia 
Hospital. As dilatation did not develop, and the head 
did not engage, the patient was delivered by section. 
Mother and child made a good recovery. 

CasE 9. Patient in second pregnancy; had been 
previously delivered at 7 months, after 3 days’ labor, of a 
child that soon after died. Justo-minor pelvis; external 
conjugate, 17 cm.; induction of labor by bougies; fol- 
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lowed by complete dilatation, with strong pains. En- 
gagement and descent failed, and the patient was 
successfully delivered by section. Mother and child 
made a good recovery. 

CasE 10. Primipara; justo-minor pelvis; external 
conjugate, 18 cm.; patient between 7 and 8 months 
pregnant. Labor induced by bougies. After ample 
time had been given for dilatation and engagement 
the patient was delivered by section. The child’s 
cranium was rachitic; biparietal diameter 9} cm. 
Mother and child recovered well. 

CasE 11. Patient aged 15; dwarf; justo-minor pel- 
vis; internal conjugate, 8 cm.; pregnancy in the ninth 
month, when the patient was admitted to the Maternity. 

The case seemed favorable for the induction of labor, 
bougies were inserted, labor-pains developed, dilatation 
became complete but without engagement and descent. 
Symphysiotomy was performed and the child success- 
fully delivered. Mother and child made a good recov- 
ery, the pelvis remaining permanently enlarged, from 
4 to 1 cm., in several diameters. 

Case 12. Primipara; badly nourished; about 8 
months pregnant, with cervix small, resisting, inelastic, 
and poorly developed, patient highly toxemic. As her 
toxemia grew worse labor was induced. Great diffi- 
culty was found in dilating the cervix sufficiently to 
introduce bougies. Complete dilatation of the cervix 
was impossible without very serious laceration. Shortly 
after the introduction of bougies, labor-pains devel- 
oped, followed by eclampsia. The patient was at 
once delivered by section. Mother and child survived 
delivery a few hours. 


This case illustrates the danger of interfering 
with the uterus in highly toxemic patients. 
The patient was the daughter of a physician 
and under the care of a medical man, and the 
obstetrician was urged to deliver her as soon 
as possible. 

Among the recent papers upon the subject, 
that by Mller from the clinic at Copenhagen, is 
especially interesting: Archiv fiir Gynékologie, 
Band 80, Heft 3, 1906. 

Labor was induced in these cases for dis- 
proportion between mother and child, the indi- 
cation which is considered most favorable for 
this procedure. In 21,066 cases of labor, 646 
patients had the pelves considerably contracted. 
Among these, 80 cases were selected for the 
induction of labor. The most frequent variety 
of pelvic contraction was the justo-minor, which 
is the variety of contracted pelvis most com- 
monly found in this country. In 2 cases, con- 
traction in the birth canal outside the pelvis 
was present. 

In 67.5 per cent the head presented; in 32.5 
per cent the breech presented. Among the head 
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presentations, 14 had abnormal and unfavorable 
rotation, and of these 10 were cases in which 
elastic bags were used as dilators; 47.5 per cent 
of these cases ended with some form of instru- 
mental delivery, with a maternal mortality of 
1.25 per cent; the maternal morbidity was 
33-75 per cent or 27 cases; of these, 8 became 
septic. , 

Among the children 18.75 per cent were still- 
born —a very considerable mortality. It was 
thought proper to induce labor for dispropor- 
tion when the true conjugate was above 7 cm., 
and the period most favorable in the average 
case was 35 weeks of gestation. When the 
child’s head presented, go.7 per cent of the cases 
were born alive; when the breech presented, 
61.5 per cent. 

The objections to induced labor found in 
this experience were injuries occurring during 
operative delivery to mother and child, and the 
difficulty in choosing exactly the best time for 
the induction of labor. These cases were 
followed as closely as possible, and it was 
found that after one year 20 per cent less of 
these children were living than of children 
delivered by other methods. 

The question will naturally be raised: Shall 
not the induction of labor be supplanted by 
dilatation of the cervix with Bossi’s or some 
other dilator, or by the performance of vaginal 
Cesarean section? To this we reply that in 
the cases cited as illustrating the failure of 
induced labor, we have drawn attention to the 
fact that the cervix was so inelastic and ill- 
developed that dilatation with metal dilators was 
excessively dangerous. Furthermore, vaginal 
Cesarean section does not remove the 
pelvic deformity. The child must still pass 
through the pelvis to be delivered by vaginal 
Cesarean section, and when the head of the 
child does not engage in the pelvis, we fail to 
see any possible advantage in vaginal Cesarean 
section. While Bossi’s dilator and other similar 
dilators, and vaginal Cesarean section, have a 
distinct field and are valuable additions to 
obstetric art, they do not remove the dangers 
of pelvic delivery. Such are, as exemplified 
in the cases reported, extensive injuries to the 
cervix, pelvic floor, and perineum, unfavorable 
position of the fetal head, the development of 
shoulder presentation with prolapse of the cord 
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followed by fetal death, and the exhaustion and 
shock consequent upon difficult pelvic delivery. 
We fail to see how the perfection of technique 
in dilatation, or incision of the cervix and lower 
uterine segment, can obviate the mechanical 
difficulties inherent upon the disproportion 
between mother and child, whether such dis- 
proportion arose from pelvic contraction or 
excessive fetal size. 

In cases where the parents are very solicitous 
for the life of the child, they will sometimes 
select delivery by abdominal section to avoid 
the uncertainties of pelvic delivery. 


CasE 13. A remarkably vigorous and athletic wom 
an, and a very skilful rider, went to full term in her 
first pregnancy. Her pelvis was long, and while 
ample at the brim, was narrowed somewhat toward the 
outlet. Riding after the hounds and jumping had 
caused excessive development of the pelvic floor. The 
first labor began spontaneously, and was terminated 
in the presence of threatened exhaustion by a very 
difficult forceps extraction. The vertex was rotated 
anteriorly, but the resistance of the pelvic floor was 
extreme. The child was a large male and survived, 
and mother and child made a good recovery. The 
child died about 18 months after birth from tubercular 
meningitis. 

During the second pregnancy, it was necessary to 
replace the retroverted gravid uterus. Methods of 
delivery were discussed, the parents especially desiring 
to avoid, if possible, the difficulties of the first labor. 
The induction of labor was requested, hoping that the 
child might be smaller, and thus risk to life be avoided. 
Accordingly labor was induced by the introduction of 
bougies, and 12 hours afterward the cervix was found 
very slightly softened, but little dilated, membranes 
unruptured, and the patient having nagging and ex- 
hausting uterine contractions. At this point the case 
was again submitted to the consideration of husband 
and wife, with the statement that the child was probably 
not so large as the first, that it would undoubtedly 
be possible to deliver this child through the pelvis, but 
that the head had failed to show signs of engagement, 
that the mechanism of labor would very likely be abnor- 
mal, and the risk to the child considerable. As the 
mother bears pain very badly it would be necessary, to 
anesthetize her to dilate the cervix in any manner, 
whether by elastic bags or by more rapid dilatation. 


My experience in cases of section uninfected 
before labor numbered at that time 4o, with 
a maternal mortality of 2.5 per cent, or one 
mother, and without mortality among the 
children. This was stated as an illustration 
of what could be done by abdominal delivery. 
A consultation was asked for and was refused 
by the parents. The grandparents who could 
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be reached were immediately consulted, and 
the family decision ended in a request for 
abdominal section. This was immediately 
performed in the patient’s bedroom, by sum- 
moning the staff of the Maternity, and by the 
use of portable sterilizers with previously 
sterilized dressings. A healthy female child, 
weighing about 8 pounds was delivered. The 
mother and child made good recoveries. 

In this case the operator took especial care 
to avoid urging the claims of abdominal sec- 
tion. So great was the desire of the parents for 
a living child, that it was thought but just to 
them to state the case fully, and to allow them 
to choose the method of delivery. Much to 
the surprise of the operator, abdominal section 
was preferred. 

Pubiotomy is at present under trial as a 
method of delivery for disproportion. The 
advantages claimed for this procedure are a 
small and insignificant wound, and prompt 
enlargement of the pelvis which becomes per- 
manent and permits of possible spontaneous 
labor in the event of subsequent pregnancy. 
The disadvantages found in this operation 
are the occurrence of bleeding, with the 
formation of hematoma, injury to the bladder, 
lacerations opening into the vagina, and the 
disadvantage common to all cases of deliv- 
ery through the pelvis, namely, abnormal 
mechanism with possible injury to the fetus. 

These disadvantages are those common to 
symphysiotomy, but it is alleged that they are 
less serious and frequent. The writer’s experi- 
ence in symphysiotomy numbered 8 cases. 
The results were fairly satisfactory, but did not 
compare favorably for mother and child with 
the results of delivery by abdominal section. 
Bleeding is more common after pubiotomy 
than symphysiotomy, especially if the latter be 
performed by the so-called open method. 
Injury to the vagina is common to both 
operations in primiparous patients. Abnormal 
mechanism of labor is common to both. In- 
jury to the bladder may occur in both, and 
both operations are followed by permanent 
enlargement of the pelvis. Pubiotomy is 
thought superior because of giving bony union, 
and greater firmness to the pelvis, when the 
patient walks after the operation. After sym- 
physiotomy the union is frequently ligamen- 
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tous, when it is thought that the pelvis may 
move as the patient walks. In the writer’s 
experience, firm union occurred in the symphy- 
sis in several cases. 

Bill, SuRGERY, GYNECOLOGY AND OBSTET- 
RIcs, July, 1906, adds the cases collected by 
Gigli and Kannegieser, and 11 additional, 157 
in all, with 8 deaths —a maternal mortality of 
5 per cent. Of these 8 deaths, 5 were from 
septic infection. In Kannegieser’s collection 
of cases, numbering 23, 4 children died —a 
fetal mortality of 17 per cent. 

Among the very considerable literature on 
the subject, may be cited the paper of Henkel, 
Zeitschrift fiir Geburishilfe und Gynékologie, 
Band 57, Heft I, 1906. He illustrates by 
anatomic drawings the method of operation, 
reporting 7 cases. One of these was twin preg- 
nancy; in one the bleeding is described as very 
severe, and the puerperal period was compli- 
cated by prolonged fever; one mother died of 
septic infection, her child surviving; in one 
case a severe forceps delivery after pubiotomy 
tore the vagina into the pubiotomy wound. 

A remarkable case illustrating the injuries 
which may accompany pubiotomy is reported 
by Rihl Monatschrijt fir Geburtshiilje und 


Gyndkologie, Band 24, Heft 3, 1906. The 
patient’s first labor had been terminated by 
craniotomy. The patient’s pelvis was so 
small that she had been advised to enter a 


hospital for section. The pelvic measure- 
ments are not given. The patient remained 
in her own home, and the operator found the 
membranes ruptured, the head movable, the 
cervix dilated, and the true conjugate 6.5 cm., 
the pelvis being flattened and contracted in 
all diameters. As a living child was greatly 
desired, the operator, who had successfully 
performed two pubiotomies, undertook the 
operation. Doederlein’s needle was used and 
the bone severed with but little hemorrhage. 
The child was delivered by forceps, with the 
vertex anterior. There occurred, however, an 
extensive laceration of the perineum and pelvic 
floor with laceration of the vagina and bladder. 
The mucous membrane of the bladder and 
urethra was widely opened, the cut ends of the 
bone presenting in the wound in the vagina. 
Sutures were inserted as well as possible and 
where the tissues could not be brought together 
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successfully, iodoform-gauze packing was em- 
ployed. A catheter was placed in the bladder. 
The patient made an unexpected recovery, 
having, however, a vaginal fistula and paralysis 
of the neck of the bladder and urethra. 

Henkel, whose paper has already been cited, 
believes that the maternal mortality up to the 
present time, is between 6 and 7 percent. In 
one remarkable case he first performed pubiot- 
omy, and then finding a placenta previa, he 
delivered by vaginal Cesarean section. 

Hocheisen, Archiv fiir Gynékologie, Band 80, 
Heft I, 1905, reports 16 pubiotomies at Bumm’s 
clinic at Berlin. Bumm’s needle was inserted 
between the greater and lesser labium, starting 
from below. The bone was severed by a saw, 
the patient’s limbs being held together during 
the operation. A catheter was placed in the 
bladder. Two severe lacerations occurred, but 
the hemorrhage was controlled by sutures. The 
bladder was injured in one case; hematoma 
formed in the vulva several times. The nearer 
the incision is made to the symphysis the greater 
is the enlargement of the pelvis. A perma- 
nent gain in the true conjugate of about 1 cm. 
was observed. Some patients after recovery 
could not separate the legs freely, and some 
had prolapse of the anterior vaginal wall and 
uterus. 

Scheib, Deutsche medicinische Wochenschrijt, 
No. 43, 1906, reports 11 cases from the 
clinic at Prague. He has also collected 170 
cases from various sources. His 11 cases were 
successful so far as the mothers were concerned, 
with the death of 1 child. Lacerations of the 
vagina occurred, sometimes communicating 
with the divided bone. In one case severe 
infection followed this action. 

Reifferscheid, Centralblatt fiir Gynékologie, 
No. 12, 1906, reports 7 pubiotomies from the 
clinic at Bonn, with the recovery of the mothers. 
One of them suffered with thrombosis of the 
left thigh; another had fever for 3 days; an- 
other had thrombosis of the larger veins of the 
left thigh; and 1 child died. 

Stoeckel, Centralblatt jtir Gynakologie, No. 
3, 1906, reports 2 operations. Bossi’s dilator 
was employed in both cases, and one of the 
children perished. 

Kroemer, Centralblati fiir Gynékologie, No. 
8, 1906, reports a case with true conjugate of 
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8 cm., previously delivered by forceps with 
Walcher’s position. After pubiotomy an ex- 
tensive laceration of the vulva and vagina 
occurred. During the puerperal period edema 
of the vulva, hematoma, and fistula of the 
bladder, complicated recovery. On the twenty- 
third day after operation the patient was dis- 
charged, the fistula having practically closed. 

Jessen, Centralblatt jiir Gynékologie, No. 8, 
1906, attempted pubiotomy, and in passing 
Seeligman’s needle, followed by the saw, the 
greater labium was extensively wounded, fol- 
lowed by severe hemorrhage. When the bone 
was three quarters severed by the saw, the saw 
broke. The operator then opened the sym- 
physis without hemorrhage. The child was 
successfully extracted and the symphysiotomy 
wound healed promptly. The cut edges of 
the bone remained sensitive for a long time 
without the formation of callus. 

In the same journal, Seeligman reports two 
successful cases. Reifferscheid, Centralblatt fiir 
Gyndkologie, No. 18, 1906, reports a case 
on whom he first performed pubiotomy. The 
patient came the second time to the clinic for 
delivery, her pelvis showing an increase of 4 
cm. in the external and internal antero-posterior 


diameter, as the result of the first operation. 
Where the bone had been severed the ends 


could be moved one upon the other. There 
was a slight depression at the site of the first 
incision. Labor progressed with the head 
remaining movable above the pelvic brim. 
Gigli’s saw was inserted as a prophylactic 
measure without severing the bone. Version 
was then performed. Some difficulty was ex- 
perienced in delivering the arms, the head pass- 
ing without great difficulty. At the moment 
when the head was delivered the ends of the 
bone formerly severed separated the width of 
a finger. Mother and child recovered. 

An X-ray picture of the pelvis illustrated 
the fact that firm union had not occurred at 
the site of the original incision. 

Hohlweg, Centralblatt fiir Gynékologie, No. 
42, 1905, reports 4 pubiotomies; 3 of them 
resulted successfully without severe complica- 
tions. In one of them firm union from the 
severed bone did not occur; in the fourth pa- 
tient, severe laceration occurred in the vagina, 
followed by septic infection and death. 
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Reifferscheid, in the same journal, reports 
4 cases, one of them complicated by a severe 
laceration of the vagina communicating with 
the pelvic wound. 

Reeb, Centralblatt fiir Gyndékologie, No. 41, 
1905, reports 4 cases, one of which has al- 
ready been described. Biirger, Centralblait 
jtir Gyndkologie, No. 27, 1905, reports 2 
cases from Schauta’s clinic in Vienna. This 
operation resulted successfully for mother and 
child. Firm union did not occur in one of the 
patients who had rachitic pelvis. 

Kiistner, in the same journal, reports 2 cases, 
one of them complicated by thrombosis of 
the pelvic veins. The patient’s convalescence 
occupied 66 days. 

Meyer of Copenhagen, Centralblatt jiir 
Gyndkologie, No. 13, 1903, operated by the 
open method, suturing the bone with silver wire 
successfully. 

We have not attempted to make a complete 
summary of the extensive literature of pubiot- 
omy. A sufficient number of cases has been 
cited to show that the operation, like all other 
surgical procedures, is not without its dangers 
and disadvantages. A maternal mortality of 
from 5 to 7 per cent, and a fetal mortality of 
17 per cent, indicate its severity. 

A further factor to be taken into considera- 
tion in surgical procedures is the thoroughness 
and completeness of a given operation. _Pel- 
vic delivery, to be completely successful, must 
leave the patient with wounds surgically closed, 
hemorrhage prevented, and the patient in an 
aseptic condition. No operation in other 
branches of surgery can be considered satis- 
factory which does not accomplish this. In 
addition, the obstetric surgeon, to be com- 
pletely successful, must deliver the child living 
and in good condition. It is difficult, in many 
cases of pelvic delivery, to satisfy these criteria 
of success. 

We have no disposition to minimize the 
difficulties of delivery by abdominal section. 
It is true that the uterine muscle is left with a 
scar which may not be as strong as the original 
structure. Sutures have parted in the uterine 
muscle allowing fatal hemorrhage; infection 
has occurred in some cases, and hernia of the 
abdominal wound may develop. 

When, however, all things are considered, 
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and especially when the fetal mortality is taken 
into consideration, the claims of abdominal 
section for safe delivery of mother and child 
cannot be disregarded. We do not believe 
that at the present time a dogmatic opinion 
can be formed concerning any one method of 
delivery. Another factor of importance is the 
value placed by parents upon the life of the 
child. It is our belief that the operator in deal- 
ing with married persons, should thoroughly 
examine cases if possible before labor and 
anticipate difficulty if pathologic conditions 
are present. The fact should be communicated 
to those responsible, the results of different 
methods of delivery should be stated, and an 
effort made to secure a fair and intelligent 
choice. The operator should frankly state 
his experience in the major operations and 
his results. A decision may then be reached 


which shall do full credit to obstetric surgery 
and at the same time consider the rights of the 
parents. 

We are sometimes urged to refrain from 
advocating methods of operative delivery, 
because they cannot be successfully followed 
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by the general practitioner, into whose hands 
many cases of confinement come. The same 
reasoning would prevent the advocacy of 
operation for appendicitis, infection of the 
gall-bladder, hernia, ectopic gestation, and 
fracture of the skull. The general practitioner 
is quite as competent to deal with these as 
he is with a complicated case of labor. It is 
my belief and practice in teaching that our 
graduates should be taught to recognize abnor- 
malities and complications, and then to se- 
cure for their patients such aid as the case 
may require. If a physician is ambitious to 
do obstetric surgery, he must qualify himself 
for this work by an experience similar to one 
who develops a practice in abdominal or gen- 
eral surgery. In the course of a few years we 
shall have abundant statistics, giving the re- 
sults of various obstetrical operations for 
mother and child. Fetal statistics are at 
present imperfect and mostly lacking in the 
operation of pubiotomy. We can then com- 
pare better, the results of this operation with 
those of delivery by abdominal section. 
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CYSTIC LYMPHANGIOMA OF THE GASTRO COLIC OMENTUM! 


By W. FRANCIS B. WAKEFIELD, M.B., M.D. C.M. 


Professor of Gynecology, Oakland College of Medicine, San Francisco, California 


literature on the subject, the tumor here 
reported represents a very rare type. In 
fact, so far as I can find, this is the first 
lymphangioma of the omentum that has ever 
been recorded. Weichselbaum has reported 
a cavernous lymphangioma of the mesentery, 
and {Homans has reported a cystic lymphan- 
giectasis, evidently in the mesentery. This 
latter case is worthy of further study. I am 
not fully convinced that the cystic cavities 
described did not represent newly-formed 
lymph structures, in which case we would be 
dealing with a cystic lymphangioma. Whether 
lymphangiomas of the omentum or mesentery 
are really as rare as would seem is a question 
admitting much doubt. 
The details furnished by my own case are 
as follows: 


I: one is to judge by the scarcity of the 


‘A 4-year-old boy was brought to Dr. S. J. Hunkin, 
with an enormously distended abdomen. He pre- 
sented no other symptoms. For at least 2 years the 
child’s abdomen had been noticed to be progressively 
increasing in size. Laparotomy was advised, I was 
invited to operate, and saw the child for the first time 
on the operating table. 

Abdominal section disclosed a@ multiple cystoma, 
larger than an adult head, which was broadly attached 
to the greater curvature of the stomach, spreading 
out over a small portion of the anterior and a greater 
portion of the posterior wall. Its attachment to the 
stomach was so firm that it could not be separated 
therefrom without danger of injury to that viscus, and 
it was therefore cut away as close as possible to the 
stomach wall. No gross pathologic change could be 
observed in the wall of the stomach, the cystoma 
having simply plastered itself over its surface. 

The leaf of the gastrocolic omentum which passes 
from the stomach to the transverse colon was absent, 
though the ordinary omental apron spread itself down- 
ward from the transverse colon over the small intes- 
tines. It seemed very clear, then — after the tumor had 
been delivered through the abdominal incision, and I 
found myself able to look directly down upon the pan- 
creas —that I was dealing with a cystic tumor origin- 
ating in and displacing the upper reflection of the 
gastrocolic omentum, and that the tumor early in its 
career, as it developed between the omental folds, had, 
by simple contiguity, spread itself over, and become 
attached to, a somewhat broad area of stomach wall. 


A small cystic mass, about the size of a hen’s egg, was 
found loosely attached to the head of the pancreas; 
and a still smaller one, about the size of an English 
walnut, was found attached to the serous coat of the 
stomach, some distance from the main tumor. 


Subsequent study of the specimen develops 
the following details: 


The tumor is larger than a man’s head and consists 
of a number of various-sized, thin, and clear-walled 
cyst chambers. The central portion of the neoplasm 
is occupied by a single cavity which makes up the bulk 
of the cystic mass. Surrounding this central cavity 
on all sides are numerous smaller cystoid masses 
ranging in size from that of an orange to that of a pea. 
The walls of all the cyst chambers are thin, easily rup- 
tured, smooth, shiny, and in general appearances 
resemble the omentum. The component layers of 
the cyst walls cannot be separated. The inner walls 
of the cyst cavities are in many places covered by some- 
what adherent, gelatinous masses, which to the feel 
are distinctly granular. 

The fluid contained within the cavities of the cys- 
toma is clear, straw-colored, neutral in reaction to 
litmus, and coagulates into a solid mass on heating 
with a drop of acetic acid. In some of the chambers 
the fluid is mixed with fine crystals, oily to the touch 
and microscopically identical with cholesterin. In 
others the presence of blood is indicated, macroscop- 
ically, by imparting a dark color to the fluid, and mi- 
croscopically, by the presence of red cells. The cystic 
fluid everywhere contains leucocytes. 

Histologic examination of the walls of the cystoma 
show them to be made up of a large number of various 
sized cavities, held together by a tissue consisting 
entirely of mesoblastic structures. The cavities are 
in part empty, in part filled with a homogeneous, pink- 
staining, material that becomes granular in character 
where it approaches the walls of the cysts. The cysts 
show at times a lining of flat epithelial-like cells. For 
the most part, the wail of the cysts is made up of dif- 
ferent sized and branching giant-cells. These giant- 
cells show, everywhere, slit-like clefts having the shape 
of cholesterin crystals. The supporting structure 
between the cysts is made up of loose connective-tissue 
containing blood-vessels of various size, collections 
of small, round cells, some fat cells, and, in places, 
what seems to be involuntary muscle fibers. Scattered 
throughout the specimen are isolated polymorphonu- 
clear leucocytes. 


A consideration of the above data makes 
imperative a diagnosis of cystic lymphangioma, 
yet, as we all know, this tumor, ordinarily, 


' Read before the American Gynecological Society, May 7, 1907. 
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Fig. 1. a. Cysts lined with giant cells and containing 
homogeneous pink staining material, granular near wall. 
b. Collection of small round cells. High power. 


would have been reported simply as a cyst, 
and would have received no further con- 
sideration or study. Thus, in particular, the 
opportunity to develop the real nature of this 
neoplasm would have been lost, and, in general, 
our knowledge of omental cystomas would be 
no fuller than heretofore. 

It seems pertinent here to criticize the gen- 
erally accepted use of the term ‘‘cyst,”’ which, 
as at present employed in our literature, has 
ceased to convey any impression other than 
merely a tumor containing fluid. Conse- 
quently we lose all the significance of tumors 
which result from tissue proliferation, and place 
them in the same class with those which are 
caused by retention or softening. Obviously, 
in thus doing, we create a lot of meaningless 
literature, stultify our scientific conceptions, 
and insult modern pathology. The term cyst 
should be restricted to mean nothing more 
than localized accumulations of fluid, resulting 
from retention or softening, it being a purely 
secondary formation not in any sense due 
to tissue proliferation. The term cystoma 
should be applied to those proliferation tumors 
which are characterized by the formation of 


cystic spaces, they being true new growths, 
worthy of definite recognition as pathologic 
entities, and demanding the same histologic 
differentiation that is accorded to the other 
well-recognized neoplasms. 

Especial remissness is noteworthy in the 
general reports of omental and mesenteric 
cystomas. In only one instance, so far as I 
can find, are we presented with enough data 
to enable us to draw efficient conclusions as to 
the probable real nature of these tumors. 
The rest of the literature on the subject is 
simply of numerical value. I am strongly of 
the opinion that a large proportion, perhaps 
all, of these cystomas were, in fact, cystic 
lymphangiomas. In substantiation of this 
opinion I offer three considerations. Firstly, 
a general belief in the lymphatic origin of 
omental and mesenteric cystomas, is consistent 
with what might be expected of tumors 
proliferating from structures possessing the 
anatomic and histologic characteristics and 
physiologic function of these tissues. Secondly, 
it is more rational to presuppose the develop- 
ment of new lymph structures from an angio- 
blastic matrix, than to assume an aberration 


Fig. 2. Section of cystic lymphargioma. a. Cyst lined 


with giant cells. Low power. 
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of cells from the primordial ovules of the 
Wolfian bodies. Thirdly, a critical study of 
the reported cases shows that, with few ex- 
ceptions, there is nothing to contraindicate 
the possibility of their having been lymphan- 
giomas, while the only case reported with histo- 
logic detail was evidently a lymphangioma, 
though not recognized as such. 

The case to which I have just referred was 
a cystoma of the omentum operated upon by 
Spencer Wells, and subsequently examined 
and reported by Ransom. In the gross, it 
contained three cystic chambers the largest 
of which held a quart of fluid. Wells men- 
tions having seen at operation a number of 
small cyst-like collections resembling grapes. 
A section of the cyst wall shows very much 
the same characteristics as are present in my 
own case. Ransom refused to make a posi- 
tive diagnosis; I take the liberty of making 
it for him from his very excellent report, which 
was accompanied by a drawing illustrating 
a section of the cyst wall. In reviewing the 
histologic evidence and drawing conclusions 


therefrom, Ransom pays no attention to the 
numerous dilated lymph spaces which his 
sketch shows, and which are really the most 
important feature. 

This brief monograph will fulfill its object if 
it blazes the trail for more detail in the report 
of future cystic tumors of the omentum and 
mesentery. Then, when a considerable number 
will have been thus reported, we shall be able 
to draw some logical conclusions therefrom con- 
cerning the true character of these neoplasms. 

I wish to acknowledge my indebtedness to 
Dr. Martin H. Fischer, Professor of Pathology 
in the Oakland College of Medicine, for the 
very material assistance he rendered me in 
working up the pathologic detail embodied 
in this report. 
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OPENING THE CRANIAL CAVITY FOR THE REMOVAL OF TUMORS, 
AND EVACUATION OF CIRCUMSCRIBED INFECTIONS! 
By JACOB FRANK, M.D., Cuicaco 


for the purpose of gaining access to its 
contents at a certain situation. 

Before undertaking such an opera- 
tion, the patient should be subjected for 24 to 
48 hours to careful preparation, consisting in 
the administration of bromides to lessen cere- 
bral congestion, the giving of a liquid or semi- 
solid diet, evacuating the bowels, shaving and 
scrupulously purifying with green soap the 
scalp, eyebrows, and face, and applying a 
boric compress to the scalp. Alcohol and ether 
are not to be used until the patient is under full 
anesthesia so as to prevent unnecessary pain and 
excitement produced by the irritation. The 
ears, and nasal and aural cavities, should be 
cleansed with a mild antiseptic solution for 
several days before the operation, and the 
patient should be kept as quiet as possible. 


[Ve surgical opening of the skull is made 


The selection of a proper anesthetic is very 
important. Chloroform should be chosen in 
preference to ether, as it causes less cerebral 
congestion. If the patient is in a comatose 
condition, an anesthetic will not be required. 
A half hour before the operation is commenced, 
1 to 4 grain morphine hydrochlorate should be 
administered hypodermically. The patient’s 
head and shoulders should be elevated; the an- 
esthetic field is to be separated from the opera- 
tive by a sterile screen. An Esmarch inhaler 
is used to begin the anesthetic, and, when the 
operation is commenced, Junker’s apparatus 
with the nasal or pharyngeal tube may be 
employed. Hypodermic syringes filled with 
various stimulants, and a can of oxygen gas, 
should be on hand in case of emergency. 

Just before the operation is begun, the 
neurologist should map out on the scalp with 


1 Read before the Chicago Surgical Society, April 10, 1907 
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a craniometer the part of the skull which is to 
be attacked. 

Operative Technique. On the operating 
table the disinfection of the scalp is continued 
with another scrubbing of green soap, followed 
by alcohol and ether. As a rule, an Esmarch 
constrictor is not necessary for the temporary 
control of hemorrhage from the scalp. Should 
the surgeon decide to use one, there is nothing 
better than a Martin rubber bandage, 2 inches 
wide by 3 yards long, encircling the scalp 3 or 
4 times. This will remain in place better than 
rubber tubing. 

The various operations for opening the skull 
for the removal of tumors or the evacuation of 
localized infections may be divided into the 
following groups: 

1. Simple resection of the skull — (@) With 
the trephine. (6) With the chisel and mallet. 

2. Osteoplastic resection of the skull. 

Sim ple Resection of the Skull. While the use 
of the trephine possesses some advantages in 
certain cases even at the present time, especially 
in sharply and well-defined localized infections, 
its field of usefulness has become very limited, 
owing to the newer methods. The chisel and 
mallet are used by some, but only as auxiliary 


instruments to enlarge existing openings, or to 


take away the sharp edges of bone. In my 
opinion, however, this primitive instrument is 
very often as useful as any modern electric saw. 
No matter which method is selected for opening 
the cranial cavity, the incision in the scalp 
should be so planned that when the flap is 
made it should point in a downward direction 
to facilitate natural drainage, and the division 
of large blood-vessels should be avoided if 
possible. 

In trephining the skull, the head is solidly 
and firmly fixed against a hard pillow. Before 
the incision is made, a small drill is passed 
through the scalp into the bone to mark the 
point for centering the trephine. ‘The skin and 
soft parts, together with the periosteum over- 
lying the site of trephining, are divided by a 
single incision, which may be _horse-shoe, 
tongue, or omega shaped. The flap is rapidly 
dissected back with a broad periosteotome and 
wrapped in warm gauze. The hemorrhage is 
controlled after the flap has been turned back. 
The proper sized trephine is then applied, and 
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the button of bone carefully removed without 
injuring the dura. It is sometimes necessary 
to make the opening larger, when another tre- 
phine opening is made close to the first and the 
projecting bone left, cut away with Rongeur for- 
ceps. If the button of bone is to be replaced, 
it should be kept in a normal salt-solution of 
about 100° F. Should a chisel and mallet be 
used the same method is pursued. The sec- 
tion in the skull, no matter which method is 
employed, should always be about 4 inch from 
the skin incision. I prefer the simple to the 
osteoplastic resection in infectious cases. 

Osteo plastic Resection of the Skull. When it 
is intended to provide free access to the cranial 
cavity for the removal of tumors, a larger open- 
ing in the skull is then required. In these cases 
nothing can take the place of the osteoplastic 
operation, as this method also offers better 
chances for the bone to unite. Wagner, of 
K@6nigshiitte, in 1889, was the first to employ 
the osteoplastic method, and since that time 
many modifications have been advocated, con- 
sisting principally in the different instruments 
used by the operator, the main technique re- 
maining the same as Wagner first described it. 

The Technique of Wagner’s Operation. An 
omega-shaped incision is made through the 
scalp as far at the periosteum. As soon as the 
skin has retracted it is pressed down firmly 
upon the skull. An incision is made through 
the periosteum along the skin edge. This in- 
cision is usually about } to 4 inch within the 
first. The bone is then completely cut through 
with a chisel along the bow of the omega. At 
the two legs of the omega, however, only a 
groove is cut, which becomes deeper from with- 
outinward. The bridge left is chiseled through 
subcutaneously without injuring the overly- 
ing soft parts. The area of bone, together 
with the soft parts, can now be pried out with 
an elevator and folded back. 

While Wagner’s original idea of the forma- 
tion of the osteoplastic flap is still adhered to, 
the modifications are many, consisting princi- 
pally of various instruments devised for the pur- 
pose of shortening the time, and simplifying the 
tedious chisel operation. The instruments 
now more generally employed are the various 
bone saws, as the Powell electric saw, the Gigli- 
Haertel wire saw, the serrated wire, Doyen’s 
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spherical electric drill, etc. It is left to the 
operator to select the instrument for opening 
the skull, with which he is more proficient and 
likes the best. Personally, I prefer a narrow 
linear craniectomy forceps for making the bone 
flap, as this is simple, and there is less danger 
of injuring the dura and producing concussion. 

The method which I use in making the os- 
teoplastic flap is as follows: The usual skin 
incision is made through the soft parts, and the 
line for making the bone flap selected, which is 
about 4 inch from the skin margin. Before 
using the linear craniectomy forceps, a small 
opening in the skull is made with a small tre- 
phine or chisel and mallet. Into this opening 
the forceps are introduced, and the formation 
of the bone flap begun. Whenever a place is 
encountered where the forceps are cramped, 
the line is enlarged a trifle with a small trephine 
or chisel. This allows freedom for the linear 


craniectomy forceps to continue the further 
biting away of the bone until the desired 
amount is cut through, leaving a base undi- 
vided. At this point, the bone is chiseled 
through subcutaneously, fractured, and the 
flap lifted back. Trephining or chiseling over 


the sinuses must be avoided; but should it be 
necessary to remove the bone covering any part 
of a sinus, it can be more safely removed by a 
Rongeur forceps. The dura is now opened by 
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the crucial or flap method. With a sharp- 
pointed hook the membrane is raised, and a 
small incision made. This is continued with 
blunt-pointed scissors. If the flap method is 
employed, the line of incision should be } inch 
from the margin of the bone, and it should be 
planned so as to avoid cutting across the trunks 
of the blood-vessels. As the pia mater is very 
vascular and very thin it cannot be handled as 
the dura by incising, but must be opened by 
teasing it away. The control of hemorrhage 
from the scalp is temporarily checked by the 
constrictor, as described above, and perma- 
nently controlled by first applying T-shaped 
forceps, and then by ligation. The suturing of 
the wound also helps to control the bleeding. 
The hemorrhage from the bone can be arrested 
by Horsley’s wax, pressure with gauze, plugging 
the bleeding point with catgut, driving into the 
diplee decalcified bone pins, gently squeezing 
together the tables of the skull with a strong 
bone forceps, and by hammering the chisel 
against the bleeding point. ‘The bleeding from 
the dura is easily controlled by ligation, and 
from the pia mater by pressure and teasing it 
apart. 

The drainage usually employed is horse-hair 
or silkworm-gut. Gauze rubber tubing and 
gutta-percha tissue are used for infective 
cases. 
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PROCEEDINGS OF THE THIRTY-SECOND ANNUAL 
MEETING HELD IN WASHINGTON, D. C., MAY 7, 
8, AND 9, 1907, IN CONJUNCTION WITH THE 
CONGRESS OF AMERICAN PHYSICIANS AND SUR- 
GEONS 
The Society met in University Hall, George 

Washington University, and was called to order 

by the President, Dr. CLEMENT CLEVELAND, of 

New York. 

An address of welcome, on behalf of the Wash- 
ington members and of the local profession, was 
delivered by Dr. J. Westry Bover, which 
was responded to by Dr. Sern C. Gorpon, of 
Portland, Maine. 

After these preliminaries, the reading of papers 
was proceeded with. 


METASTATIC CARCINOMA OF THE TUBE AND OVARY 
IN CANCER OF THE CERVIX UTERI 


Dr. FRED. J. Taussic, of St. Louis, Missouri, 
read a paper with this title. He said that the 
literature on squamous-celled carcinoma of the 
cervix uteri, as pointed out by Cullen, contained 
very little bearing on the condition of the tubes 
and ovaries in this disease. The following case 
would serve to present a few additional facts, 
together with an illustration of a rather unusual 
form of cancer metastasis along adhesive bands. 

The patient from whom the specimen was ob- 
tained, at autopsy in the St. Louis Skin and Cancer 
Hospital, was a woman, 42 years of age, who 
developed a cervical cancer during her last preg- 
nancy, 2 years before. <A positive diagnosis was 
not made until 6 months prior to her death, and 
by this time the parametrium and bladder were 
involved so far as to render the case inoperable. 
The postmortem showed the peritoneum, parietal 
and visceral, smooth and shining; there were no 
adhesions except for a few bands running from 
both adnexa to the posterior cul-de-sac. There 
was no carcinoma in any abdominal organs. 
There was no ascites. Both ureters showed some 
dilatation, as a result of compression by the can- 
cerous infiltration in the broad ligaments. The 
pelvic organs were removed en masse. The cancer 
was found to have formed a large crater in the 
cervix. The infiltration involved both vaginal 
walls, the bladder anteriorly, and the rectum 


posteriorly. At the internal orifice of the uterus 
the infiltration had produced a constriction, with 
a resulting small pyometra. The gross specimen 
gave no evidence of any spread upward beyond 
the cervix. Upon the left ovary there was found, 
on closer inspection, a hard nodule, the size of a 
pea, elevated above the surface. An adhesive 
band about 2 mm. in thickness ran from the edge 
of this nodule to the cul-de-sac. A similar, some- 
what more slender, adhesive band, running a 
parallel course, was found going from the right 
ovary to the cul-de-sac. Just above the point 
where this second band was attached to the right 
ovary, there was seen a second minute nodule, 
the size of a pin-head. The left tube was normal 
in every way, and non-adherent. The right tube 
was thickened by chronic inflammatory processes, 
and adhesions ran from it to the surrounding 
structures. Its fimbriated end was closed. A 
section through the thickened abdominal end of 
this tube showed an induration the size of a hazel 
nut, extending from the serosa through the entire 
wall to the mucosa. The cancerous infiltration 
of the posterior vaginal vault extended directly 
beneath the peritoneum of the cul-de-sac, and it 
was to this point that the above described adhe- 
sions were directed. 

Microscopically the cervical cancer was found 
to be squamous-celled. The nodules in the 
ovaries, and in the wall of the tube, were cancer 
of the same type. This fact, together with their 
size and their relationship to the infiltration poste- 
riorly, compelled him to interpret them as metas- 
tases. The entire adhesive band on the left side 
was examined in serial sections to determine whether 
or not the involvement of the ovary was by contin- 
uity. The band was found entirely free of cancer, 
but contained a plentiful supply of lymph- and 
blood-vessels. Apparently, therefore, metastasiza- 
tion had taken place by way of the lymph-vessels 
of the adhesive band, and not by direct growth 
of the tumor. As the adhesive band on the left 
side contained a small amount of adipose tissue, 
together with a lymph-node, it was in all likeli- 
hood originally a bit of adherent omentum, that 
had later become snared off. That the adhesions 
preceded, and did not follow, the metastases on 
the ovaries, is evident from the fact that the adhe- 


232 





THE 


sions ran up to the very edge of the metastasis, 
without covering its top. In other words, they 
ended just where the metastasis began. 

Rather surprising was the fact that the mucosa 
of the uterine body, which on gross inspection 
seemed like a pyogenic membrane, showed a diffuse 
but superficial squamous-celled carcinoma. This 
was in itself a most interesting and unusual circum- 
stance. All trace of the original endometrium 
was gone. In its place was a pyogenic membrane, 
and diffusely infiltrating this membrane there could 
be seen the nests of cancer-cells. These did not 
penetrate deeper than about 4 mm. into the mus- 
cular coat. The superficial site of the cancerous 
metastases in tube and ovary showed that they 
stood in no relationship to the conditions in the 
fundus, but were secondary to the cancer of the 
cervix. 

Involvement of the tube and ovary, by direct con- 
tinuity, was not a rare occurrence. Littauer found 
it in 15 per cent of autopsies done on patients with 
cervical cancer. Another not infrequent mode of 
extension was by breaking through into the perito- 
neal cavity, there causing multiple carcinomatous 
nodules on the ovary, and on the peritoneum of 
all the pelvic organs, intestines, etc. Much rarer 


were cases like the one he had described. Littauer, 
in 1891, found only 14 cases in which cancer of the 
uterus formed metastases in the ovary without in- 


volvement of the intermediate structures. Of 
these 14 cases, 12 were cases of carcinoma of the 
body, and only 2 carcinoma of the cervix. 

Concerning metastatic carcinoma of the tubes, 
there was likewise a scarcity of reports. 

The rarity of metastases in the tube was seen by 
the fact that in 80 cases of cervical cancer, operated 
on in Wertheim’s clinic, Kundrat was not able to 
find, even on the most minute examination, a 
single metastasis in either tube. These were all 
operable cases. On the other hand, metastases in 
the tube, in operable corpus carcinomata, were not 
by any meanssorare. Kundrat found, in 24 cases 
of cancer of the body, 2 in which a small nodule 
was present in the tube. Metastases in the ovary, 
following carcinoma of the body, were also not in- 
frequently met with. Without even a more careful 
search, the author could find record of 39 cases 
in which metastases had occurred in either ovary 
or tube, subsequent to carcinoma of the uterine 
body. 

Concerning the spread of the carcinomatous 
process along the track of an adhesion it should 
be stated, that where such an adhesion causes 
the agglutination of two organs it was quite com- 
mon to have the cancer spread, by continuity, 
from one to the other, but it was undoubtedly 
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very rare to see a cancer spread from one organ to 
another, lying at some distance from it, by way of 
the lymph-vessels of a connecting adhesion. In 
old adhesions this would not be likely to occur, 
but in the newly-formed ones the lymph supply 
was ample to carry carcinomatous particles from 
one point to another along its track. Where the 
connecting adhesive bridge was a portion of the 
omentum, the opportunity for metastasis by the 
lymph-vessels of the band was even more apparent. 

Inflammatory changes in the tubes and ovaries, 
associated with cervical cancer, were the rule 
rather than the exception. Cullen found in 31 
cases of squamous-celled cancer of the cervix, that 
only 1o had normal tubes and ovaries. In some 
there were only adhesions. Hydrosalpinx, pyosal- 
pinx, tuberculosis of the tubes, cystic degeneration 
of the ovaries, etc., were among the other condi- 
tions met with. In 3 instances the ovaries were 
affected by direct continuity from cancerous 
growth, but all these were inoperable cases. In 
6 specimens of adeno-carcinoma of the cervix, 
Cullen found but two with normal adnexa. In 
none, although far advanced, was there any can- 
cerous involvement of these structures. 

There were 11 cases in all, of cervical cancer, in 
which the tubes and ovaries could be studied. 
eight were operated specimens, and 3 were ob- 
tained at autopsy. In 4 instances both tubes and 
ovaries were normal. Five times adhesions were 
found, and 3 times a well-marked salpingitis. In 
3 cases the ovaries were cystic. In one specimen 
the uterus had been removed vaginally for cer- 
vical cancer, and the adnexa of one side left. Here 
the recurrent cancer had invaded the structure 
of the remaining ovary., The tube was not in- 
volved. 

The writer concluded that mild chronic, inflam- 
matory conditions of the tube and ovary, were 
frequently met with ir cancer of the cervix. 
Whether this was merely a coincidence or not, he 
was unwilling tosay. On the other hand, cancerous 
metastases in these organs were extremely rare in 
cervical cancer. In fact he could find no record 
of such metastasis in an operable case. In carci- 
noma of the body, however, they were not infre- 
quently seen in the tube or ovary, or both. Hence 
it would seem logical to the author to advise the 
removal of both tubes and ovaries in every case 
of cancer of the body. If, however, the patient 
was still 5 or 10 years from the time of the meno- 
pause, and the site of the cancer was in the cervix, 
the saving of one ovary would be attended with 
practically no risk to the patient, and might relieve 
her of the disagreeable symptoms of the prema- 
ture menopause. Since this could be done, 
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without interfering with the complete removal 
of the lymphatics directly tributary to the cervix, 
he thought it was logical to leave one ovary, or a 
portion of one ovary, in every operation for cervical 
cancer in a woman under 40 years of age. 


DISCUSSION 


Dr. J. Boveér, of Washington, D. C., said that 
metastases in cancer of the uterus were by no 
means common. It was known the process usually 
spread by contiguity, and as this went on certain 
metastases occurred. The gynecologist was prac- 
tically helpless in the treatment of cancer of the 
uterus; that in cases in which the conditions would 
ordinarily offer great hope of eradication, metas- 
tases would be found occurring in structures 
which could not be removed, the result being that 
the cancer continued, and often unsuspected. At 
best, the treatment of cancer of the uterus was not 
hopeful, notwithstanding the claims of adiograph- 
ers, the demonstrators of radium, and those who 
did the most radical surgical operations. He was 


a little surprised to learn that metastases occurred 
much more frequently from the body of the uterus 
than from the cervix, inasmuch as it was known 
that in the surgical treatment, cancer of the body 
of the uterus was more likely than that of cancer 
of the cervix, and these cases were all the more 
rare, according to the paper, for the reason that 


Dr. Taussig’s case was one of cancer of the cervix 
and not of the body. He was not prepared, in the 
present light of surgery of cancer of the uterus, to 
accept the suggestion of Dr. Taussig that it was 
safe to leave one ovary or a portion of one ovary 
in extirpating cancer of the uterus. His own con- 
victions were that the operation, if radical, should 
be just as radical as could be done consistent with 
the saving of the life of the patient. 

Dr. LApTHORN SmitrH, of Montreal, cited a 
case in which there was cancer of the cervix, and 
an operation having been done by another surgeon, 
with every possibility of the woman making a good 
recovery and of freedom from recurrence. Not- 
withstanding this, however, this woman came to 
him a year later with no sign of recurrence of the 
disease in the vagina, but there were 2 distinct 
masses in the ovaries which could be readily felt. 
He considered it too late to do anything in an 
operative way. This case made such an impres- 
sion upon him that ever since, when resorting to 
vaginal hysterectomy, he always removed both 
tubes and ovaries. He did not think it was safe 
to leave one ovary, or a piece of one ovary, when 
there was such a great risk of recurrence. 

Dr. REUBEN PETERSON, of Ann Arbor, Mich- 
igan, said the paper just read was important 
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because it furnished statistics which would be very 
valuable in operations for cancer of the uterus. 
He desired to go on record as voicing the senti- 
ments of Dr. Bovée, against the leaving of one 
ovary or the part of an ovary in an operation for 
cancer of the uterus. It seemed to him that what 
the essayist had advocated was a step backward, 
and not in accordance with the progress that had 
been made in the last 10 years in the treatment of 
cancer of the uterus. While that suggestion was 
made, he presumed it was because of the effect — 
the supposed effect — of leaving in one or the other 
or both ovaries after the removal of the uterus, 
for the sake of mitigating the menopausal changes. 
He was not convinced that the leaving in of one 
ovary, after the removal of the uterus, helped the 
patient so far as the menopausal changes were con- 
cerned. He had read all that had appeared in the 
literature on this subject, so far as he could get 
access to it, and after a trial in his own cases, he 
confessed that he had been unable to see much, if 
any, difference in patients in whom an ovary had 
been left and in those from whom it was removed; 
consequently, so far as his own experience was 
concerned, he would not leave in an ovary in such 
a disease as carcinoma of the uterus. It was an 
interesting fact, brought to his attention, that an 
ovary was more liable to be diseased after carci- 
noma of the body, than after carcinoma of the cer- 
vix. He thought it was the contrary. 

Dr. WALTER W. CuHrIpMAN, of Montreal, said he 
gathered from the drift of the paper that the adhe- 
sions referred to by the essayist were not very old, 
not sufficiently old to be non-vascular, and being 
vascular, edematous, rich in lymph, the wonder 
to him was that the cancer-cells were not found 
somewhere in its course. 

He doubted very much if it was wise to leave 
even one ovary, or even part of one ovary, after 
cancer situated anywhere in the uterus. He could 
quite sympathize with the essayist in his effort 
to explain the safety of such a surgical procedure. 

It was known that the ovary was not in the 
direct path of the lymphatic distribution of the pel- 
vis, yet so great and so rich was the anastomosis 
that the leaving of ovaries in such a disease must 
be always a rather risky procedure. 

Dr. Taussic, in closing the discussion, said he 
rather anticipated that most men would hardly 
agree with him as to the advisability of leaving 
in one ovary or a portion of one ovary. However, 
from statistics, he believed it was a procedure 
that was not at all unsafe, and it appeared to him 
just as logical to advise the removal of the appen- 
dix as to favor the removal of the other ovary. 
The appendix was a useless organ, while the ovary 
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—at least in the opinion of some authorities — 
helped to lesson the menopausal disturbances and 
to render them less severe in women under 40 years 
of age, if left. It was for that reason that he 
believed that in certain cases an ovary should be 
left for the patient’s welfare. 


NEW METHODS OF VERSION IN TRANSVERSE PRE- 
SENTATION 

Dr. A. F. A. Kine, of Washington, D. C., read 

a paper on this subject, which appears in this issue. 


DISCUSSION 

Dr. JAMES CLIFTON EpGaR, of New York, said 
he had hoped to have some cases to report of this 
new method of postural version, but unfortunately 
he did not have a successful case to report, although 
he was still interested in the method and would 
continue his investigations of postural version. 
One difficulty he had met with was the fact that it 
was hard to control the internes in the services 
with which he was connected. If requested to try 
such a method as had been suggested by Dr. King, 
in case there was a shoulder presentation, the in- 
ternes would give it a half-hearted trial, and then 
would have some excuse or necessity for changing 
a shoulder into a head presentation in as short a 
time as possible, and proceed with internal version. 

Another difficulty was that most of his cases were 


practically emergency ones, that had been attended 
by midwives in the tenement districts, the patients 
having been seen perhaps by outside physicians, 
and sent to the hospital as a last resort, with either 


impacted shoulders, or impacted heads. Such 
a case he had 3 weeks ago in his hospital service, 
and thought he would be able to make a report 
of this case illustrating the method set forth in the 
paper. The method was tried, and was not 
successful. However, it could not be considered 
as a failure, because the woman was in such a 
condition mentally that she could not be induced 
to take the proper posture. He did not think it 
was fair to report this case as a failure of the 
method. Czsarean section was finally done and 
the woman was convalescing. 

He agreed with Dr. King that external manual 
version was unsatisfactory, and if there was some- 
thing in postural version which could be utilized to 
greater and better advantage than external version, 
or than had been heretofore attempted by manual 
methods through the abdominal wall, then it was 
a long step forward. 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, said the paper brought to mind a case that 
came under his observation 2 years ago. One 
morning he visited the house of a poor patient, 


examined her, and found a shoulder presentation. 
The cervix was not well dilated; the membranes 
had not ruptured. His office was not far away. 
He was entirely unprepared for this case. He 
went back to his office to get something, explain- 
ing to the people before leaving the house that the 
case was not quite natural. When he returned, 
the membranes were found to have ruptured, and 
the fetal head was coming down into the pelvis, 
and the child was quickly delivered without any 
assistance from him. Immediately after he left 
the house he was told that the patient got on a 
vessel and urinated. 

Dr. Ropert A. Murray, of New York, had 
not had the opportunity of seeing a case of trans- 
verse presentation since he had been aware of Dr. 
King’s method; but he had always looked upon a 
case of transverse presentation as a faulty pre- 
sentation, one that depended to a certain extent 
on the conformation of the pelvis, and not so much 
on the position of the uterus itself. He thought 
it would be wise, when Dr. King revised his paper, 
to say that the pelvis should be carefully examined, 
and that we did not have a contracted pelvis to 
deal with but one that was more likely to be irreg- 
ular from fixation of the sacro-iliac synchondrosis, 
which he believed was the cause of the transverse 
presentation. 

He could recall two cases which he thought were 
delivered by the postural method. Both women 
had undergone previous confinements. This was 
the second labor in both. The first labor was one 
of difficult instrumental delivery. In one case 
3 noted accoucheurs had been called in, but the 
child was lost. In the second labor he was called 
and found a transverse presentation with the 
left shoulder presenting back to the front. The 
woman told him that she did not wish him to stay 
in the room; that he could go and get his instru- 
ments, and be prepared for the operation which 
she knew she had to undergo. He went and got 
his instruments from his office, visited some other 
patients in the meantime, thinking that on his 
return the os would be dilated and he might inter- 
fere, especially as the woman might be ina better 
frame of mind to undergo this interference. When 
he returned, the woman informed him that she 
had to pass water. He had examined her before 
this and found a transverse presentation. She 
used a commode into which to pass water, squatted 
in so doing, and called him because she had a 
severe pain. He hurriedly went into the room 
and found that the child was coming. He intro- 
duced his hand under her clothes, caught the 
child and delivered it. This woman had a difficult 
labor the first time. There was no contraction of 
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the pelvis; the difficult labor was doubtless due to 
a false position. 

Another patient was an Italian woman, very 
muscular. After examining her he informed her 
that it would be wise, if possible, for her to urinate 
and defecate. 
assumed this squatting position. When he came 
back she had a head presentation; the head 
was pressing down equally; the bag of waters had 
ruptured, and she was delivered within 15 minutes. 

Dr. EcBert H. GRANDIN, of New York, con- 
gratulated Dr. King on his paper, because he had 
given the Society a somewhat rare and novel pro- 
cedure. He had no doubt but what theoretically 
the method was most excellent, as well as mechani- 
cally. The question was whether it was feasible. 
It was the exception for women of the better class 
in New York to deliver themselves. It was diffi- 
cult to get these women to walk around in the first 
stage, and when the second stage arrived they 
wanted to assume the recumbent posture. It was 
hard to get these women to adopt either the squat- 
ting or kneeling position. Under the conditions 
represented in the paper, unless the woman was 
exceptionally fat, with shoulder movable above the 
pelvic brim, the membranes unruptured, he would 
select the abdominal method followed by posture 
in bed. 


THE SUPERIORITY OF PRIMARY OVER SECONDARY 
CSARIAN SECTION 


Dr. EDWARD REYNOLDs, of Boston, urged the 
extension of the indication for the performance of 
the Cxsarian section at a date of election in advance 
of labor rather than during its course. He pre- 
sented the statistics of primary, secondary, and late 
sections during the last 10 years, defining primary 
operations as those performed in advance of 
labor at an elected date or with the advent of the 
first pains; secondary sections as those performed 
during the first stage of labor, that is, so soon as 
the test in labor had shown that the natural powers 
are likely to fail and before serious exhaustion 
sets in; late sections as those performed after the 
natural powers had failed to effect the natural 
passage of the brim. He reported 289 operations 
by 20 different operators — 82 primary sections 
resulted in only 1 death and that due to a mistake in 
the mechanical technique and the incompetence 
of an assistant; 158 secondary sections showed 6 
deaths, a mortality of about 4 per cent; 49 late sec- 
tions also yielded 6 deaths, a mortality of about 
12percent. The primary section is thena very safe 
operation, the secondary section is only moderately 
safe, and the late section is attended by a high 
mortality. In general, the mortality is roughly 
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proportionate to the amount of labor endured 
before operation. The decision for or against the 
section before labor is a matter of great moment to 
the patient. The class of doubtful cases is con- 
stantly narrowing and should eventually be done 
away with. 

Accurate prediction of expected difficulty re- 
quires estimation of the shape and relation of the 
pelvis (measurements alone are entirely unreliable) ; 
of the probable muscular character of labor; of 
the size and ossification of the head. Proper esti- 
mation of the mechanical character of the pelvis 
demands a diagnosis of the form of deformity 
present, to be formed both by study of the corre- 
lated peculiarities of the skeleton with the history 
and general characteristics of the patient, and by 
external and internal palpation of the pelvic 
curves. Such observation should permita diagnosis, 
not only of the form of deformity present, but of 
the degree of such alteration which is shown by the 
individual patient. The resulting effect upon the 
mechanism of labor should then be considered in 
connection with the size as obtained by the ordinary 
measurements. These results should be checked 
by estimation of the maternal powers, which can 
be foretold with considerable accuracy by system- 
atic medical, physical examination in combination 
with observation of the course of pregnancy; all 
this information should be combined with an 
estimation of the mechanical character of the 
head by repeated examinations toward the end 
of pregnancy. He emphasized the value and 
importance of obtaining the previous history in 
multipare. 

He submitted the following clinical classifica- 
tion: (1) Undoubted Cesarian section cases; (2) 
cases clearly capable of safe delivery without 
Cesarian section; (3) doubtful cases. As to the 
treatment: In Class 1 he would resort to primary 
section; in Class 2 labor and the intra-pelvic 
operations; in Class 3 a final examination under 
ether at the date of election, and the method 
finally decided on and decision adhered to. The 
predetermination of methods is work for experts 
only. Lastly, he pointed out that a more friendly 
relation between the specialist and the general 
practitioner is desirable. 

Dr. Henry D. Fry, of Washington, D. C., 
read a paper on 

PUBIOTOMY 
This paper appears in this issue. 


INDUCED LABOR, AND DELIVERY BY ABDOMINAL 
SECTION 

Dr. Epwarp P. Davis, of Philadelphia, read 

a paper on this subject, which appears in this issue. 
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DISCUSSION 

These three papers were discussed jointly. 

Dr. EGBERT H. GRANDIN, of New York, said 
the conclusions and arguments of Dr. Reynolds 
were in accord with those which he reached in a 
thesis presented to the Society 17 years ago, en- 
titled “‘A Plea for the Elective Cesarian Section.” 
He then contended that this operation was ideal, 
and although 17 years had elapsed, it still remained, 
in his opinion, the ideal operation. Until the 
general practitioner was taught to send for the 
skilled abdominal sectionist, the elective Cesarean 
section would not be established as the ideal oper- 
ation, either in the minds of the profession or in 
the minds of the laity. Czsarean section was the 
simplest procedure in the whole range of surgery. 
There was no blood-vessel to be tied, and all the 
operator had to know was how to sew up the 
uterine incision, and when the incision broke 
down it was probably because of the fault of the 
operator in not knowing how to tie his catgut. 

Another reason why the elective Czsarean sec- 
tion had not secured a firm hold as yet was because 
of the difficulty in determining the size of the fetal 
head. We could measure accurately the pelvis, 
but could not measure accurately the fetal head, al- 
though a near approach to such a method was 
offered to the Society last year by Dr. Stone, of 
external mensuration. He had been invited to 
witness 2 elective Cesarean sections, but before 
he could get to the hospital the child was born. 

With reference to pubiotomy, he had never done 
it. The impression he tried to convey to Dr. Fry 
in writing him was that he would advise pubiotomy 
over symphysiotomy, even though he had done 
two symphysiotomies, with living mothers and 
living children, and so far as he knew there was 
no disability on the part of the women. 

With regard to vaginal Cesarean section, he 
could not conceive how it was called for when the 
fetal head was movable above the pelvic brim. 
With the head partly engaged, perhaps in prefer- 
ence to symphysiotomy, certainly in preference 
to futile attempts at delivery with forceps, he 
might resort to vagina] Cesarean section. His 
experience with elective Caesarean section com- 
prised 6 cases, with 6 maternal recoveries, and 
6 living children; while his experience in delayed 
Cesarean section had been 3 Cesarean sections, 
one maternal death, and 3 dead children. 

Dr. LApTHORN SmitTH, of Montreal, endorsed 
what had been said by the readers of the papers, 
although he condemned pubiotomy. Last summer 
he performed 2 Cesarean sections and could tes- 
tify to the surprising ease with which the operation 
was performed in both cases. In one case he 


removed the child, placenta, and membranes all 
in one piece. The woman made a complete 
recovery. 

In the other case the woman had puerperal 
convulsions. She was comatose at 6 o’clock in 
the morning, with no sign whatever of dilatation. 
He treated her with veratrum viride and morphine, 
but by 4 o’clock that afternoon he did Czsarean 
section, and although the child was not quite 7 
months old, it was now living and well. 

He endorsed everything that Dr. Davis and 
Dr. Reynolds had said about not waiting too long 
before interfering, although in one of his cases he 
tried to deliver the woman once with great diffi- 
culty with forceps, after having prepared her for a 
symphysiotomy. ‘Twice she had had craniotomy 
performed by 3 doctors in the first and second 
deliveries. Two children were born without 
assistance after long labors. This time, after 
trying forceps for an hour, he resorted to Cesarean 
section. The woman recovered and did well, 
although the child died almost immediately after- 
ward. 

Dr. JAmMeEs CLIFTON Epcar, of New York, said 
he was in doubt where to draw the line between 
Classes 1 and 2, mentioned by Dr. Reynolds, that 
is, the antepartum cases, and the early intrapartum 
cases. Dr. Reynolds had said, from an analysis 
of his cases, that he got a mortality in Classes 1, 2, 
and 3, of 1.2 per cent, 3.8 per cent, and he thought 
12 per cent. It occurred to the speaker that if 
Class 2, or the early intrapartum class, was moved 
a little forward, and the woman not allowed to 
stay in labor quite so long, the mortality of 3.8 per 
cent would approach 1 per cent in the antepartum 
cases. It was a common observation that in 
cases of frankly antepartum Cesarean sections, 
where an operation was undertaken during the 
latter part of pregnancy, there was difficulty in 
securing good drainage. In the wards of one 
hospital with which he was connected, women 
suffered from a mild sapremia, and the reason 
for that was difficulty in securing good drainage 
in the frankly pregnant cases. He would prefer 
that operation during pregnancy be brought up 
to the preparatory stage of labor, if possible, or in 
the beginning of the first stage of labor, and no 
further. He believed further statistics in years to 
come would show that if we elected a time in the 
preparatory stage of labor, the mortality of 3 per 
cent could be reduced by reason of the better 
drainage secured at that time. Anyone who had 
had experience with dilating the cervix at the time 
of operation knew there was a good deal of 
traumatism connected with it to secure sufficiently 
good drainage in the subsequent puerperium, and 
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it was customary in New York to put a piece of 
gauze in the cervix to carry out drainage as well as 
possible. 

With reference to the subject of pubiotomy, 
while he had not had any personal experience with 
it, it was an operation that did not appeal to him. 
He had done 6 symphysiotomies, and the reason 
he classed pubiotomy with symphysiotomy was on 
account of the morbidity to the mother, not so 
much the mortality; and as Dr. Fry had referred 
to phlebitis occurring in a number of cases, the 
history was somewhat the same in regard to sym- 
physiotomy ; there was a large morbidity by reason 
of the large number of cases of phlebitis. 

With regard to the character of the cervix, a 
point emphasized by Dr. Davis in his paper, there 
were certain cases of large cervices which would 
resist the induction of labor, and for that reason 
he thought the limitations for the induction of 
labor, as the years rolled by, would become nar- 
rower and narrower; we would induce labor less 
frequently and less early, and later than heretofore, 
by reason of those cervices, and for one other rea- 
son, namely, the average primipara would not 
stand much punishment. 

Dr. Ropert A. Murray, of New York, thought 
the time had come to collate the experiences the 
members had had in order to get definite ideas as 
regards what to suggest to patients both in hospital 
and in private practice. 

The object of labor was not merely for the 
woman to have a child, and the further object of 
the accoucheur was not merely to deliver a woman, 
whether the child be alive or dead, or to extract it 
from a dangerous position, but it was to deliver 
a woman and give her a living child, and, further- 
more, to leave her in a condition so that she could 
fulfill her position in society and possibly, if she 
so desired, have children again. We did not 
accomplish all of our art in getting a patient out of 
a dangerous position which she had got into by 
being pregnant. It was with great pleasure he 
saw we were going back to the position where 
normal labor and normal recovery were desirable. 
No man could call an induced labor by any means 
an easy thing. There were very, very few cases 
where there was not some danger to the parts 
immediately accessible from infection, and a tre- 
mendous danger of morbidity. If we took the 
cases brought up to labor, if we had avoided inter- 
fering with the cervix, the statistics for mother 
and child were far better than if we tried ina 
preliminary way to dilate the cervix. 

He was very glad to have heard the point brought 
up by Dr. Davis, and emphasized by Dr. Edgar, 
about the condition of the cervix, and how difficult 
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it was to get efficient drainage after. In the cases 
which he had seen of trouble from infection, relief 
could have been afforded by good drainage. 

He thought in the vast majority of cases we 
would gradually get to the point where we would 
let the women go to labor prepared to do a Cesar- 
ean section, and not interfere with high-forceps, 
version, or any other method that would produce 
traumatism of the cervix, and possibly bring about 
infection which would defeat the result that we 
would otherwise get from a clean Cesarean section. 

Dr. Ropert L. Dickinson, of Brooklyn, New 
York, said that the character of the labor was of 
the greatest importance as bearing on elective 
Cesarean section. Dr. Edgar, however, had 
made an important qualification by saying that 
in vigorous women we sometimes failed in our 
prognosis entirely, although Dr. Reynolds had 
met this with a negative proposition on which he 
laid stress, namely, that we could often foretell a 
difficult labor because of chronic toxemia or be- 
cause of chronic neurasthenia. The only case of 
Cesarean section the speaker had lost was a 
woman who suffered from toxemia throughout her 
pregnancy. She was operated on at the beginning 
of labor pains, and gradually succumbed from 
lack of resistance after an easy Cesarean section. 

For many years, he said, we have had control 
of the second stage of labor; with Cesarean sec- 
tion, with forceps, and version, we could do what 
we chose. But he thought we had stood helpless 
before the difficult cases of dilatation and before 
badly developed cervical conditions. He spoke 
of the value of the Pomeroy hydrostatic bag. 

It was unobstetrical to insert a bougie into the 
uterus, as it might loosen the placenta and be the 
means of carrying infection, inasmuch as one 
could not be sure of absolute cleanliness. 

Dr. GEORGE GELLHORN, of St. Louis, Missouri, 
said the remark had been made that the object of 
labor was for the woman to bear a child, not merely 
to deliver her. He would add that the object of 
labor was to leave the woman in the best possible 
condition. It seemed to him, that in elective 
Cesarean section this could not always obtain. 
If we performed a Cesarean section from relative 
or absolute indication, we took the consequence 
of an elective Cesarean section; we had to weigh 
the matter of whether we were entitled to subject 
the woman to the danger incident to the operation. 
Dr. Reynolds surely had had wonderful success — 
no mortality whatever. But his experience had not 
been the same as that of other operators. About 12 
years ago he assisted Bumm in doing an elective 
Cesarean section of the nature referred to by Dr. 
Reynolds, but the woman died. He had heard 
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of other deaths from Cesarean section to-day by 
Dr. Grandin and by Dr. Dickinson. Aside from 
the mortality to the mother, the number of cases 
of spontaneous rupture of the Cesarean section 
wound in the course of future pregnancy was 
constantly increasing. Within the last 3 years 12 
cases had been reported, and he was quite sure 
there were a number of other cases of rupture after 
Cesarean section that had never been reported. 

The same objection held good as to pubiotomy 
or symphysiotomy. 

He had under his care at present a woman whom 
he expected to operate on next week. This woman 
had had a pubiotomy or symphysiotomy performed 
(he could not make out which) 3 years ago. At 
that time she had a moderately narrow pelvis. 
To-day, from the effect of a callus that had not 
been reduced, she had a highly contracted pelvis. 
Moreover, she had a retroversion bound down by 
adhesions; she had deep cervical lacerations; she 
had a tear of the perineum, including the sphincter, 
so that in his opinion pubiotomy or symphysiotomy 
was not the operation of choice. He had done 
but 2 craniotomies in his professional life, but in 
a case of moderately contracted pelvis, where con- 
finement was attended with many difficulties, 
he would not hesitate to do a craniotomy and 
induce labor at the end of the pregnancy. He 
thought there were conditions which justified 
this operation. He performed this unpleasant 


operation a week or 10 days ago, the woman 
having been in the hands of 2 physicians for 20 
hours, and numerous futile attempts having been 


made to extract the fetus. He added another 
hour and a half of work with forceps, but finally 
gave it up and did a craniotomy. He thought if 
we induce labor at the thirty-sixth week, so far as 
we could determine it by any means, by hydro- 
static bags, we would obtain the same results as 
from any of the operations mentioned, with less 
danger to the mother and child. 

Dr. SetH C. Gorpon, of Portland, Maine, 
said that for several years he had not done very 
much obstetric work, but he had had 3 cases of 
induced labor in his life, with the best results. 

He mentioned the first case he had. The boy 
whom he delivered was now 22 years of age, the 
son of a New York millionaire. The mother 
had had 3 craniotomies done. 

He did one, while the other 2 were done in New 
York. She came to Portland again, where she 
formerly lived, was pregnant, and he determined 
then he would induce labor, which he did at about 
the thirty-sixth week. Each child she had given 
birth to by craniotomy weighed 11 or 12 pounds. 
In a case like that, with a good pelvis, but dispro- 
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portionate child, and a fetal head of solid bone, 
he had no doubt the induction of labor was the 
best thing. He had no difficulty in inducing labor 
in either of the 3 cases. In each case the mother 
and child did well. 

He was disposed to disagree with Dr. Reynolds 
as to the elective Cesarean section. If one waited 
until the time of delivery, and then operated, 
having estimated the obstacles, having fully deter- 
mined that Cesarean section was the best operation 
to do, doing Cesarean section after the first labor- 
pains began, it was all right. He thought Cesarean 
section was going to have a much wider field than 
it ever had before, and the results would be far 
better than any attempts at delivery of the child 
that had been made heretofore. z 

Dr. Matcorm McLean, New York, called 
attention to the time at which interference should 
take place in a given labor. If his experience 
counted for anything, it brought him face to face 
with the fact that in this rapid surgical age there 
was too much interfering with labor cases at en- 
tirely too early a period. This predicated that 
there was going to be difficulty with the dilatation, 
and very often obstructions to the delivery of the 
child were supposed to be due to faulty structures, 
either of the bony or soft parts, which were simply 
faulty because they had not been allowed to go 
through their physiologic changes. In his experi- 
ence this was not a small factor. In consultation 
he had found himself undertaking operations, 
even Cesarean section, in cases where delivery 
could have taken place normally, if allowed to go 
a sufficient number of hours. 

Within 76 hours he had been called to a case 
where such a serious operation was proposed, 
on account of difficulties confronting the obstetri- 
cian. The woman was a primipara. She was 
taken sick at 1 o’clock in the morning, and at 
9 o’clock that morning they called for a consult- 
ant to assist in delivering by one of the major 
operations mentioned. It seemed to him nothing 
further need be said regarding that case. While 
he did not oppose the able plea that had been 
made for this operation, still he fully recognized 
the danger that might come to ambitious operators 
in obstetrics, who were not sufficiently capable of 
judging when that operation should be done. 
The danger was that in this age, when it could be 
shown that with good clean surgery the abdomen 
might be opened, the uterus opened, the child 
delivered, and both lives saved, that operation 
might be done in cases where a comparatively nor- 
mal labor could be consummated. This was not 
good obstetrics, and he thought it should be 
avoided. 
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He endorsed what Dr. Dickinson had said about 
the hydrostatic bag of Pomeroy. He had had 
experience with it. It was made on a different 
principle, and was superior to all other bags. 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, referred to the intentional killing of chil- 
dren. He took occasion to collect the cases of 
Cesarean section occurring in his neighborhood 
2 years ago. Accordingly, he had correspondence 
with physicians around there and was surprised 
to learn how many children had been destroyed 
in cases in which it was not necessary to do cran- 
iotomy, or to resort to the horrible operation that 
used to be done. He found that for every case 
which could not be delivered, there were 5 or 6 
cases of unmistakable and intentional destruction 
of the child. This occurred with physicians who 
attended the cases; forceps were put on and the 
child killed, and oftentimes the mother was killed, 
showing that here was a relation which Dr. Reyn- 
olds referred to which should be maintained by 
the physician who did not know what he was 
doing, and when he should call consultation. 

Dr. Wiis E. Forp, of Utica, New York, was 
sorry the members took so serious a view regarding 
pubiotomy. He had been looking for a case for 


a number of years, but had not encountered one. 
He would relate the experience, however, of another 
practitioner who, in doing a pubiotomy, broke 
the pubic bone, which was followed by the extru- 


sion of the intestines through the opening. He 
left the woman; another physician was called, and 
the speaker got there in the night. The urethra 
of the woman was torn off lengthwise, lay in the 
bottom of the pelvis, but was not severed crosswise, 
and was still attached to the bladder. The peri- 
neum was torn, also the rectum, and he secured 
what union he could with this bone; he put back 
the intestines, secured what union he could by 
suturing its periosteum with catgut. The woman 
was much exsanguinated. This woman after- 
ward had a first-class pelvis. He did not know 
how much flattening she had; but she had sufhi- 
cient flattening apparently to have justified that 
unfortunate pubiotomy. She has borne a child 
since. Of course he had to repair her bladder, 
which was torn lengthwise; he repaired this twice 
before he could get perfect union; but a year later 
she bore her child easily. 

The discussion was then closed by Drs. REyn- 
oLps, Fry, and Davis. 


OVARIAN PREGNANCY 
Dr. J. CLARENCE WEBSTER, of Chicago, pre- 
sented a specimen, and said that the Society now 
had records of 2 cases of ovarian pregnancy. 
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The first case was reported by Dr. Thompson, of 
Portland, Maine, the specimen having been pre- 
sented 5 yearsago. Three years ago the speaker 
presented a second specimen. He was now able 
to present another specimen, which was almost 
identical with the one he showed 3 years ago, it 
having been given to him by Dr. Gunderson, 
of Wisconsin. Microscopic examination revealed 
conditions practically identical with those described 
in his former paper, and therefore he would simply 
pass the specimen around. One could see the 
amniotic cavity with the embryo in position. The 
thickness of the ovarian tissue averaged perhaps 
half an inch, except the placental area, where it 
was thicker. There were several hemorrhages 
into the ovarian tissue, especially in the position 
of the placenta. The chorionic tissue extended 
around the amniotic cavity, and within this was 
the capsule of the ovary proper. Dr. Gunderson 
diagnosed the case before operation as one of 
ovarian pregnancy, and this was the first instance 
on record in which that had been done. 


HERMAPHRODITISM(?); UTERUS AND TUBES 
REMOVED FROM A MALE 

Dr. WEBSTER also presented another specimen. 
The patient from whom the specimen was removed 
was a man, 33 years of age, who was admitted 
to the hospital with symptoms of acute peritonitis. 
He had had for many years an irreducible scrotal 
hernia, and it was supposed there was strangulation. 
An incision was made in the left inguinal region. 
No hernia was found, but a structure which looked 
like an adult uterus, tubes, and ovaries. The 
uterus was removed, and what appeared to be a 
cervix. It was adherent around the inguinal 
ring. The abdomen was opened rapidly, the 
patient being practically moribund by that time. 
The incision was closed, and nothing more was 
done. 

Subsequently the patient died. The specimen 
at first seemed like the adult female genitalia, but 
careful dissection and microscopic study disclosed 
both uterus and tubes, and what appeared to 
be ovaries were testicles. They occupied exactly 
the same position as the ovaries in the female. 
The mucosa resembled that which was found in 
the adult female. 

Microscopic examination showed the glands 
were complex. The tubes had the characteristics 
of those of an adult female, except the fimbriz 
were not so complex. There were fewer fimbriz, 
but the relationship to the testicles was exactly the 
same. On one side there was more marked 
ovarian or testicular fimbria. On examination 
of the board ligaments he found on one side a cyst. 
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Both round ligaments were present, but on the 
side on which the cyst existed the round ligament 
was flattened out and thin. On careful dissection 
of the broad ligaments there was a marked tube, 
about 4 mm. in diameter, slightly convoluted, 
extending from the upper inner portion of the 
broad ligament toward the cervix. It was quite 
firm and had the consistence of a pipe-stem. He 
pointed out the Wolffian duct and the vas deferens, 
also the cervix and prostate. The patient was the 
father of twin children. 

Dr. E. W. Cusuinec, of Boston, reported the 
case of a man, who had been operated on for hernia. 
In this case a uterus was found in the hernial sac. 

Dr. Tuomas S. CULLEN, of Baltimore, said that 
some years ago in that city there was found at 
autopsy in a child a complete set of both female 
and male pelvic organs. 


METHOD OF CLOSING LAPAROTOMY WOUNDS 


Dr. SETH C. GorpDOoN, of Portland, Maine, read 
a paper on this subject, which appears in this 
issue. 


THE COMPARATIVE ADVANTAGES OF CATGUT AND 
SILVER-WIRE SUTURES FOR CLOSING THE FASCIA 
AFTER ABDOMINAL INCISIONS 


Dr. HuntTER Ross, of Cleveland, Ohio, read 
a paper with this title, which appears in this issue. 


THE METHOD OF CLOSING THE WOUND 

Dr. LERoy Broun, of New York, said it was 
of the greatest importance that we should use 
some means to approximate the fascial edges, so 
that they could be retained in apposition for at 
least 2 weeks. It was the experience of all that 
at one time or another, with wounds that healed 
primarily at the end of the first week, in the ninth 
or twelfth week under a sudden jar, the result of 
coughing or sneezing possibly, the abdominal 
wound was opened. This had occurred once in his 
practice, and on instituting inquiries and looking 
up the literature, he found that this accident had 
occurred with almost every surgeon, namely, that 
after the surgeon regarded the wound as having 
primarily healed and in excellent condition, under 
some sudden jar, resulting from sneezing or cough- 
ing, the wound might open in part or entirely. He 
thought the cause of this was some blood condition 
influencing the reparative changes, the exact nature 
of which was not known. 

His custom in closing the wound was to bring 
together the fascial edges with chromicized cat- 
gut. He did not depend on this, however, but 
introduced, at the same time, some safety sutures 
of silkworm-gut at say an inch and a half apart, 
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and to see that they were kept in for at least 2 
weeks. This would guard against the possibility 
of the accident he had referred to. 


THE USE OF LAXATIVES IN THE AFTER-TREATMENT 

Dr. Henry T. Byrorp, of Chicago, followed 
with a paper on this subject, which appears in this 
issue. 


THE AFTER-TREATMENT OF ABDOMINAL SECTION 


Dr. LAPTHORN SmirTH, of Montreal, contributed 
a paper on this subject, which appears in this 
issue. 
ESERIN SALICYLATE AS A PROPHYLACTIC AGAINST 
ATONY OF THE BOWELS 
Dr. HrraM N. VINEBURG, contributed a paper 
upon this subject which appears in this issue. 


THE INCISION ANIb AFTER-TREATMENT 
Dr. W. GILL WYLIE, of New York, said that the 
location of the incision varied with the internal 
condition. The method of closure varied accord- 
ing to the site of the incision. The method also 
varied with the condition of the bowels due to 
preliminary preparation. 


HOW LONG MUST PATIENTS OBSERVE ABSOLUTE 
REST IN BED AFTER ABDOMINAL OPERATIONS 


Dr. H. J. Botpt, of New York, read a paper on 
this subject, which appears in this issue. 


AFTER-TREATMENT OF ABDOMINAL SECTION 


Dr. J. Montcomery BAtpy, of Philadelphia, 
contributed a paper on this subject, which appears 
in this issue. 


DISCUSSION OF THE SYMPOSIUM ON THE CARE OF 
THE WOUND AND THE AFTER-TREATMENT OF 
LAPAROTOMIES 
Dr. I. S. Stone, of Washington, D. C., said that 

he had not had a case of obstruction of the bowels 

following any laparotomy since he reported his 
method of excising the stump, after the removal 
of the tubes at the cornu of the uterus, at the 

Atlanta meeting of the Section on Obstetrics and 

Diseases of Women of the American Medical 

Association. 

With regard to treatment, the first thing he 
learned was that too much attention was paid to 
the preliminary treatment of these cases by purga- 
tion. For instance, a woman was brought in for 
operation; she had had nothing the matter with 
her intestines, yet the surgeon proceeded at once 
to irritate the entire alimentary canal with calomel. 
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The blood-vessels were drained by giving salts. 
The serum in the body was depleted, and then she 
was exposed to a prolonged operation. Further- 
more, as soon as the patient was able to swallow, 
she was purged again. This was frequently a 
routine treatment in every hospital. Very little 
was known about the care of patients by surgeons 
unless they personally visited and watched them. 
This practice did not prevail to the extent to-day 
that it did formerly, and he was glad of it. 

The paper by Dr. Baldy was timely, in that it 
came in between two extremes represented by Drs. 
Boldt and Byford. However, since hearing Dr. 
Boldt’s paper, there was no doubt the essayist 
had influenced him materially with regard to 
getting a certain class of patients up early. He 
cited, for example, the case of a boy who had been 
attending school and was perfectly well until he 
was seized with appendicitis. The attack began 
in the morning. The appendix was removed that 
night. The boy was up and walking around his 
room in a week, and went home at the end of 10 
days, a distance of hundreds of miles, and returned 
to school 2 weeks later. This boy was certainly 
as well as anyone else now. There was no after- 
trouble whatever. 

In regard to the after-treatment, the plan pro- 
posed by Dr. Byford had revolutionized his peace 
of mind. The plan the speaker had followed had 
given him no cases of intestinal obstruction after 


operation, and it consisted simply in letting these 
patients alone, giving them a little water if thought 
necessary. If vomiting occurred the stomach of the 
patient was washed out with a tube or with large 
quantities of water, giving no food the first day 


except albumin and water. He sometimes gave 
heroin and small doses of morphia when patients 
were suffering from the effects of a painful opera- 
tion. He gave enemata to patients, as a rule, 48 
hours after operation, and thought there were 
certain instances in which this ought to be done 
beforehand; but since he had stopped purgation, 
only giving 2 ounces of castor oil, as recommended 
by Ochsner, of Chicago, he had had no trouble 
from distention of the bowels. There had been 
no vomiting worth mentioning. He did not have 
to wash out the stomach in 1 per cent of hospital 
cases, after anesthesia, where this plan had been 
adopted. He never gave milk under 48 hours, 
and rarely in the first week. The patients were 
not only comfortable, but apparently enjoyed being 
in the hospital intsead of the opposite condition. 
As to the use of croton oil, he would hardly 
dream of making use of such a purgative, although 
it had been used. In a case which required cro- 
ton oil, the physician should look out and have the 
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coffin ready, as almost all of those cases would 
die from the croton oil if they did not die from the 
disease. 

Dr. B. F. Barr, of Philadelphia, said that 
nearly 20 years ago he formulated simple rules 
as to the treatment of a patient during laparotomy, 
and they were these: The treatment should begin 
at least 48 hours before the operation. He soon 
learned that a better way was to empty and clean 
the intestinal tract by the use of Epsom salts, 
which he had adhered to to this day, in doses 
of $ ounce repeated in 5 or 6 hours if there was 
not a movement or 2 or 3 of the bowels. The 
skin was taken care of. The anesthetizer and the 
surgeon were important factors. After this no 
laxatives by the mouth were given. For years 
every patient operated on by him received before 
operation } grain of morphia hypodermically. 
This was not in any sense the opium treatment, 
and was altogether different from morphia given 
by the mouth. After that as much morphia as 
was necessary to keep the patient comfortable and 
to cause rest was given. 

Diet was next in importance in the preparation. 
For years he had not given a drop of milk, vege- 
tables, or fruit in the preparation. Since he had 
done this and had used morphia occasionally, 
tympany was rare. 

Dr. WALTER P. MANTON, of Detroit, Michigan, 
had changed his mind since hearing the papers, and 
believed that this question should be settled once 
for all. Dr. Baldy and he were not always agreed 
in matters, but he thought his (Dr. Baldy’s) paper 
was one of the most sane and logical statements 
of the subject he had ever heard. In his experi- 
ence with the insane he had come to practically 
the same conclusions as those arrived at by Dr. 
Boldt. He had had many insane women who, 
following abdominal sections, got up within 2 hours 
after their return to bed, walked about the room, 
and spent part of the first 24 hours on their knees 
and in various other positions. This was noticed 
before the restraining sheet was used, and without 
the slightest harm, these women making a perfect 
convalescence. He did not believe, however, 
that this practice should be carried out generally. 
He thought that in certain cases the patients might 
get up within a few days after operation, but that 
in the majority of instances the patients should be 
allowed to remain in bed 14 days, inasmuch as we 
had to consider not only the abdominal wall, but 
the contents of the abdomen. Where a patient 
got up too early, in spite of the best prepared cat- 
gut, or whatever suture material was used, there 
was likely to follow a hernia, especially where a 
long incision had been made. 
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Dr. EcBErT H. Granptn, of New York, said 
that if he were to be operated on, he would not 
hesitate to have any member present do the work, 
but he would pledge the operator, first, not to use 
through-and-through silk stitches because they 
would act as drains from the skin to the peritoneal 
cavity. Second, to sew him up in layers, using 
plain catgut for the peritoneum, No. 2 chromic 
catgut for the fascia, and subcuticular plain gut 
for the skin. Third, refrain from placing cascara 
or salts in his stomach as he would simply vomit 
them. Fourth, to give him all the water he wanted 
to drink, as it would wash out his stomach and 
stimulate his kidneys. Fifth, if pain existed, he 
would ask that codein in 2} grain suppositories 
be given, as taught by Fordyce Barker 20 years 
ago. Sixth, if he began to cough, he would not 
hesitate to kill the man who would put a Scultetus 
bandage on him, because his intestines would 
rupture. If he coughed, he would ask that 3 grain 
hyoscine hydrobromate be given, repeated every 
hour, until his pupils were as large as saucers. 
Seventh, the operator should not be afraid to give 
him the physiologic antidote, which was mor- 
phine. Eighth, when he wanted Budweizer, it 
should be given to him. Ninth, let him turn 
around in bed and do everything he wanted in 24 
hours if the heart did not contraindicate it. Tenth, 
at the end of a week, after a simple operation, 
get him out of bed; but he would kill the man 
who got him out in 24 hours simply because he 
would not be able to get out at the end of that 
time. 

Dr. Lewis S. McMurtry, of Louisville, Ken- 
tucky, in referring to the paper of Dr. Boldt, said 
that Dr. McDowell, in reporting the case of Mrs. 
Crawford, who was the subject of the first ovariot- 
omy, stated that on the eighth day, when he visited 
his patient, he found her making up her own bed. 
After reproving her for her imprudence she lay 
down again. We had now reached a point where 
we could allow greater liberty and less restraint 
after these operations than heretofore. Certainly 
the early getting up of patients after operations 
had some advantages. Everything about the 
work had been simplified. The after-treatment, 
as now advocated, had some advantages. There 
was no doubt but what the earlier patients got uf 
after operations, the more cheerful was their con- 
valescence. The state of mind had much to do 
with the digestive functions and with the metabo- 
lism of the body generally, and to get a patient 
up early stimulated the powers of nutrition; it 
improved the morale of the patient; the upright 
position materially aided digestion, so that one 
could see why the early getting up of patients 
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after operations was of great advantage. On the 
other hand, neurasthenic and hysterical patients 
were not benefited by getting up early after opera- 
tions. These were benefited very much by being 
kept at rest in bed. But the average patient cer- 
tainly had a brighter convalescence and suffered 
no harm from getting up earlier, or from being 
allowed to sit up earlier; but he thought this might 
be carried to an extreme. A patient after anesthesia 
of an hour, and a considerable operation, was not 
in a good condition to take up the burden of 
active life right away. There ought to be a rea- 
sonable time for the system to repair itself and for 
the strength to return before resuming work. 

Dr. BEVERLY MAcMOoNAGLE, of San Francisco, 
California, stated that some of the emergency 
cases that came to him required operation to be 
done within a few hours. Take the cases of appen- 
dicitis that had been going on for 12, 24, or 48 
hours, he felt he could not let them go along any 
longer without operating on them. After making the 
diagnosis at the hospital, and getting the abdominal 
wall as clean as possible, without injury to the 
skin, the results in regard to infection of the abdom- 
inal wound and in regard to healing of the wound, 
as well as the firmness of the muscles, were just 
as good as in the cases he formerly prepared for a 
week or 3 days before operating on them. There- 
fore, he was not so loath to undertake abdominal 
section in an emergency case if there was sufficient 
time for a nurse or assistant to prepare the patient. 
An important point was to do enough washing and 
cleaning up to make the skin clean and not to injure 
it. When sufficient scrubbing had been done to 
make a break in the epidermis the chances of infec- 
tion by the staphylococcus were increased. 

With regard to the incision, since surgeons had 
taken up muscle splitting, wounds came together 
better and were firmer than they used to be. 

Dr. Writs E. Forp, of Utica, New York, pro- 
tested against the gridiron incision in appendicitis 
cases in which there was reason to suppose we had 
to institute drainage or where there was a gangren- 
ous surface. When a blood count was properly 
made, knowing whether there was a leucocytosis 
or not, one could accurately determine whether 
drainage was going to be necessary or not, and the 
accidents he had seen in his vicinity, after early 
operations for appendicitis, had been very largely 
due to the gridiron operation, splitting the muscles, 
where an attempt had been made to put in a drain, 
instead of an open incision, which ought always to 
be made, in his judgment, through-and-through 
muscle in case there was any sloughing tissue what- 
ever. 

Dr. RicHarD R. Smit, of Grand Rapids, 
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Michigan, suggested the use of a heavy silk ligature 
or relaxation suture, instead of silkworm-gut, as 
usually employed. The silk was prepared, after 
the ordinary sterilization, by dipping it into melted 
wax, to which 15 per cent carbolic acid was added. 
The suture material was rolled upon glass rollers, 
and left in this mix in a water bath for an hour or 
more. When used, it was a double thread, so that 
the suture might be passed from within out. It 
did not include the peritoneum, but it included 
the muscle and fascia. This suture had the 
advantage of being strong; it did not cut or break 
as silkworm-gut might do. 

He indorsed what Dr. Grandin had said in 
regard to giving water following abdominal oper- 
ations. He ordered the nurse to give the patient 
as much water as she desired, and thought it was 
a good method. But, like other good things, it 
might be carried to extremes. If the giving of 
water gave immediate emesis, he discontinued its 
use. 

Dr. E. W. Cusuinc, of Boston, Massachussetts, 
said there was one matter that had not been touched 
on that was important, and that was to give no 
more ether than was necessary. He had been inter- 
ested lately in the combination of morphia scopola- 
mine or morphia-hyoscine anesthesia on account of 
the small amount of ether that was required after- 
ward. 


With regard to the treatment of the wound, he 
had found that catgut, thoroughly baked, was 
sufficient to bring the fascia together, and if the 
fascia was coaptated accurately, there was little 


or no danger of hernia. He had not seen a case 
of hernia in many years. 

Dr. CHaRLEs P. NoBte, of Philadelphia, agreed 
with those who clean out the alimentary canal of 
the patient and gave plenty of water before opera- 
tion. 

As to getting patients out of bed early after 
operations, it seemed to him that inasmuch as the 
great mass of patients gynecologists had to deal 
with were broken down, the rest in bed which they 
received, after the usual method of treatment, did 
as much to restore them to health, in many cases, 
as the operation itself. He had knowledge of one 
case of fatal embolism, and had heard of a number 
of hernias among patients who got up too early. 
In other words, the burden of proof rested on the 
gentlemen, who wished to introduce this very 
radical innovation, and until they had enough 
experience to show others that thrombosis, phle- 
bitis, and embolism were less frequent after this 
method than after the old one, the supposition 
was that the older method was the better. 

Dr. Joun T. THompson, of Portland, Maine, 
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spoke of 2 classes of cases. First, that class in 
which the abdominal wall was thin, and where from 
pressure of a large tumor there was stretching of 
the recti muscles, but where there was practically 
enough of fascia left beyond the fascial plane to 
make a strong wall. He pointed out the necessity 
of doing what had been alluded to in such cases, 
namely, overlapping the fascia, and the fact that 
we had to depend upon no muscular structure 
whatever. The other class of cases which he 
thought had not been mentioned, which furnished 
a large number of hernias, were women with flat 
abdominal walls. He mentioned what he con- 
sidered a good method of closing these walls, 
namely, instead of attempting to make a closed 
sewed-skin incision, to put uninterrupted sutures 
at a distance of an inch, allowing the skin to gape, 
if it will, to a slight extent, and also allowing for the 
escape of the liquefied fat which took place in these 
cases. This method he had tried in women with 
fat abdominal walls, thus allowing for drainage 
of liquefied fat, and as the closely sewed skin 
would retain broken-down fat which easily became 
septic, it led to the breaking-down of the abdominal 
wall. 

Another point which occurred to him with refer- 
ence to these cases was the occurrence of hernia, 
which was more likely in women before the meno- 
pause, in whom complete removal had been done. 
This result followed, not on account of any defect 
in the technique, but from the inevitable accumu- 
lation of fat in the abdominal wall, and a tendency 
toward degeneration of the recti muscles from this 
accumulation of fat in the abdominal wall, and the 
deposition of fat in the omentum leading to undue 
pressure, so that a hernia which came on within 
a year was not due to a defect in technique, but to 
a defect in nature, whereby a deposition of fat 
occurred and rendered the wall weak. 

Dr. Ropert A. Murray, of New York, pointed 
out the importance of keeping a certain class of 
patients in bed and nourishing them and getting 
them in a condition to take care of themselves. 
To make a rule to let patients out of bed in a week 
after major operations was wrong. It was futile. 
If this was done, we might empty the beds, but he 
thought we did not cure the cases. 

Dr. Wm. M. Pork, of New York, thought there 
was a good deal in the position advocated by Dr. 
Boldt. As with all questions that pertained to 
abdominal and pelvic surgery, there were 2 sides, 
and these 2 sides had been ably presented by the 
gentlemen, and it came to the point emphasized 
by Dr. McMurty, that the personal equation must 
of necessity enter very largely into every single 
case. In very many of these patients it would 
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be not only a hardship, but a wrong to get them 
out of bed in the time specified after operations. 
On the other hand, it would not be wrong to get 
some patients out of bed early after operations — 
in fact, it would be a great pleasure and profit to 
them. They felt the need for action. Was it not 
possible to differentiate those cases in which it 
might be well to permit activity after operation 
from the other class. He suspected that if those 


who had had the widest experience looked back, 
they would find that some of their worst cases of 
embolism had been those that had been nursed in 
bed with the greatest care. 


THE PROPHYLAXIS OF VENEREAL DISEASE FROM 
THE STANDPOINT OF THE GYNECOLOGIST 

Dr. CLEMENT CLEVELAND, of New York, se- 
lected this as the title of his address, as president, 
which appears in this issue. 

Dr. Brooks H. WELts, of New York, then 
delivered an oration in regard to Dr. Henry 
Garrigues, entitled 


AN APPRECIATION OF HIS WORK IN INTRODUCING 
ASEPSIS INTO OBSTETRIC PRACTICE 


At the conclusion of the oration, remarks were 
made by Drs. Rospert A. Murray, EGBERT H. 
GRANDIN, WILLIAM M. Po tk, followed by a 
response by Dr. GARRIGUES. 

The morning of the third day was devoted to 
a combined meeting of the American Gynecolog- 
ical Society with the American Association of 
Genito-Urinary Surgeons. 

Dr. GEORGE S. HuNTINGTON, of New York, 
made some remarks on congenital variations of the 
kidneys and ureters, in reference to their develop- 
ment and surgical importance. His remarks were 
illustrated by numerous lantern slides. 

Dr. LEwis GREGORY COLE, of New York, 
discussed the radiographic diagnosis of renal 
lesions, his remarks being accompanied with 
admirable plates illustrated by lantern slides. 

Dr. CHarLtEs H. CHETWoop, of New York, 
showed specimens and illustrations of renal lithia- 
sis; of pyonephrotic stone kidney, and of renal 
tuberculosis. 

Dr. Francis S. Watson, of Boston, made 
some remarks on calculous anuria, with special 
reference to bilateral renal calculus, and to the 
simultaneous performance of bilateral nephrolith- 
otomy in those cases, and to calculous anuria 
occurring in patients having but one kidney. 

Dr. Howarp A. KELLY, of Baltimore, pointed 
out the value and method of mensuration in vesical, 
ureteral, and renal work. 

Dr. GrorcE E. Brewer, of New York, con- 
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sidered the pathology, diagnosis, and treatment 
of acute unilateral septic infarcts of the kidney. 

Dr. GEorGE M. EpeEsoutis, of New York, 
followed with a paper entitled 


SOME REQUIREMENTS OF UP-TO-DATE NEPHREC- 
TOMY 

He said the routine procedure which he had 
practised in all his nephrectomies for the past 10 
years or more, consisted in cutting down on and 
thoroughly exploring the kidney that may require 
removal. A vital and essential part of such explor- 
ation consisted in not disturbing in any way the 
vital connections of the organ at its root, the renal 
vessels, and ureter. Should such exploration 
of the kidney confirm the necessity and indication 
for its removal, the kidney was for the present re- 
placed and a second lumbar incision, for explora- 
tion of the other kidney, was made on the opposite 
side of the body. If the second kidney be found 
in good condition, or in condition sufficiently good 
to sustain life, it was replaced and the second 
wound closed. Returning now to the first incision, 
the diseased kidney was delivered and removed. 
Should exploration, on the other hand, show ad- 
vanced disease of the second kidney, or that nothing 
would be gained by the removal of either kidney, 
then both kidneys were replaced in the body, 
either closing both wounds or treating either or 
both kidneys by such conservative measures — 
decapsulation, nephrotomy, resection, drainage, 
etc. —as may be indicated under the circum- 
stances. 

The second lumbar incision for exploration of 
the other kidney had 3 distinct purposes. In the 
first place, it gave absolutely positive information 
as to the existence or non-existence of a second 
kidney. In the next place, it enabled the surgeon 
to determine the condition of that kidney; and 
lastly, it placed him in a position to decapsulate 
the remaining kidney. 

The existence of a second kidney was of vital 
importance in nephrectomy. A number of cases 
were on record in which a patient’s only kidney 
was removed, with the inevitable result. In addi- 
tion to the recorded cases, a number of unpublished 
cases may be assumed to exist. He had personal 
knowledge of at least 3 such; and it must be stated 
emphatically that no method of examination at our 
command, short of exploratory incision, could give 
absolute and indisputable certainty of the existence 
of the 2 kidneys. Even catheterization of both 
ureters might deceive on this point. 

He had operated in all on 3 patients possessing, 
as determined by cutting exploration, but one 
kidney each. In 2 of the cases, the operation 
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contemplated was not nephrectomy, and these 2 
patients were therefore safe from the possible 
disaster of removal of their only kidney. Not so 
with the third patient, whose life was spared by 
virtue of the second exploratory incision, and 
whose history he briefly outlined, as follows: 

Case N. J., a married woman, aged 25, came 
under his care in November, 1902, with pyuria, 
febrile attacks, and a tumor in the right flank diag- 
nosed as hydronephrosis affecting a movable right 
kidney. Cystoscopy showed 2 ureteral orifices pre- 
senting no marked differences in appearance. On 
account of the pyuria, catheterization of the ureters 
was not performed at this examination, from dread 
of possibly infecting the presumably healthy left 
kidney. 

Fixation of the loose hydronephrotic right kidney 
performed on November 10, 1902, afforded but 
temporary relief. Nephrotomy was next tried on 
January 5, 1903; a large quantity of pus was evac- 
uated and continued drainage was established. 
About 720 c.c. of urine drained away daily through 
the lumbar wound, while about 480 c.c. were 
passed daly per urethram. The latter amount 


was assumed — incorrectly, as was proven later — 
to come from the left kidney. 

With the closing of the wound the old symp- 
toms returned and, with the concurrence of a 
consultant, nephrectomy was considered indicated 


and was done on January 19, 1903. The right 
kidney was fully exposed and freed from its con- 
nections except at the root, where the renal vessels 
and ureter were left intact. The kidney being 
temporarily replaced, a second incision was made 
over the left lumbar region. Search high and low 
was made, the peritoneum being freely incised for 
drainage, which was maintained for some 6 weeks, 
at the end of which time the wound closed spon- 
taneously and permanently. With the exception 
of a very moderate amount of pus in the urine the 
patient was well to-day, more than 4 years after 
the operation. 

The existence of 2 urethral orifices with but 1 
kidney seemed to call for explanation and certainly 
piqued curiosity. Catheterization of both ureters 
was performed some time after the operation when 
the patient was again up and about. The right 
catheter passed freely up the right ureter to the 
kidney and yielded urine identical in composition 
with that obtained from the bladder. The left 
ureter was pervious to the catheter for some 20 
cm. at which point the further progress of the 
instrument was arrested. Not a drop of urine 
came from the catheter, although the latter was 
allowed to remain some 20 minutes. 

The case, therefore, was one of absence of the 
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left kidney and the upper end of the left ureter, 
with the presence of 20 cm. of the bladder end of 
the left ureter. Were the absence of the left kidney 
not established beyond question, arrest of the 
ureteral catheter at 20 cm. from the bladder might 
be mistakenly interpreted as due to stricture of the 
ureter at that point, and not as demonstrating 
the absence of the corresponding kidney. In a 
similar manner, catheterization of both ureters 
in a case of solitary kidney with 2 ureters would 
fail to demonstrate the absence of 1 kidney. For 
any surgeon, therefore, depending on any and all 
means, short of direct cutting exploration, for 
determining the presence of 2 kidneys, the fatal 
mistake of removing a patient’s only kidney was 
still among the possibilities. 

Inspection and palpation, aided on rare occasions 
by exploratory puncture, of a kidney at the bottom 
of an incision, or, better still, when delivered into 
the wound, would enable all but the veriest tyro 
to determine the presence or absence of gross 
lesions, such as tuberculosis, abscesses, stones 
and tumors. If both kidneys be found affected 
with tuberculosis, advanced purulent degenera- 
tion, or tumor, nothing would be gained by remov- 
ing either kidney, and a nephrectomy possibly 
contemplated at the beginning of an operation 
should be abandoned. If stones be found in both 
kidneys, it was usually the best procedure to remove 
the stones from both organs, draining or not as may 
be indicated. 

A different situation arose when it came to the 
recognition of the finer structural changes which 
might affect a kidney. But even here it was 
mainly a question of the extent and degree of such 
changes, and these, he maintained, could be readily 
appreciated after some experience in the examin- 
ation of kidneys during life. It was not difficult — 
nay, it was very easy —to recognize advanced 
fatty and waxy degenerations, interstitial and other 
varieties of nephritis without the requirements 
demanded by the pathologist of splitting the kidney 
from end to end and through its entire thickness. 
If aid akin to this be needed, the surgeon might 
remove a small piece of kidney tissue, examination 
of a frozen section of which could be made on the 
spot in a few minutes by a competent pathologist. 
Pending the decision of the pathologist, the sur- 
geon might occupy himself with attention to 
necessary details of operation. 

Two good and sufficient reasons for explora- 
tion of the other kidney in contemplated nephrec- 
tomy had been advanced and discussed. A third 
reason or indication for exposure of the remaining 
kidney in nephrectomy had, within a more recent 
period, arisen in his practice. He referred to 
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decapsulation of the remaining kidney for the 
purpose of preventing or lessening the liability 
to death from renal insufficiency, the so-called 
renal death. As one result of his work in the 
surgical treatment of nephritis, he had learned 
that 2 effects of renal decapsulation might be 
regarded as practically invariable and constant. 
First, renal decapsulation invariably, and at once, 
increased the daily urea output of the kidney or 
kidneys; and second, renal decapsulation enabled 
any kidney to do the best work possible for that 
particular kidney to perform. Both these results 
acted directly to prevent a renal death. He had 
had no renal deaths in his nephrectomies of the 
past 7 years, during which he had consistently 
practised decapsulation of the remaining kidney. 

There could be but 2 possible objections ad- 
vanced to the routine practice of exploration and 
decapsulation of the remaining kidney when per- 
forming nephrectomy, one objection partly includ- 
ing the other. These are: Increased risk to life, 
and undue length of time required for operation. 
As regards increased risk to life, the objection was 
not valid; for it was to prevent deaths due to ab- 
sence of a second kidney, due to want of knowledge 
of its condition, and due to its inability to maintain 
life, that exploration and decapsulation of the 
remaining kidney were advocated. 

Operations on both kidneys at one sitting were 
no longer uncommon. His personal experience 
in renal surgery embraced 688 operations per- 
formed on one or both kidneys of 460 patients. 
In 232 of these patients only 1 kidney was operated; 
in 228 patients operation was performed on both 
kidneys at one and the same sitting. In the earlier 
years of his surgical career simultaneous operation 
on both kidneys was the exception; in later years, 
it had become almost the rule. 

With good technique and proper posturing and 
handling of the patient during operation, explor- 
ation and decapsulation of the remaining kidney 
should not add more than from to to 20 minutes 
to the time required for a nephrectomy. The 
disadvantages of a slightly prolonged operation 
were more than counterbalanced by the vital ad- 
vantages gained for the patient in other direc- 
tions. 

Lastly, the author advanced the proposition 
that no nephrectomy should be completed without 
examination and decapsulation of the remaining 
kidney. 

The afternoon of the third day was a combined 
meeting of the American Gynecological Society 
with the American Ophthalmological Society for 
the purpose of discussing the prophylactic and 
curative treatment of ophthalmia neonatorum. 
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OPHTHALMIA OF THE NEWLY BORN 

Dr. JAMES CLIFTON EpGAR, of New York, 
said that the most important of the causes of 
blindness with which the obstetrician had to do 
was that resulting from an infection of the eyes of 
the child at birth. It was important, (1) because 
it was the most common cause of blindness; (2) be- 
cause it affected the young child and a long life- 
time of blindness might follow; and (3) because 
it was preventable and curable in practically every 
case receiving proper care, and one of the most 
dangerous maladies to vision when treatment was 
neglected or delayed. 

As this disease occurred in about 0.5 of 1 per 
cert, or 1 in 200 of all births, and as the total num- 
ber of births registered for 1906, in New York, 
was 183,012, the frightful prevalence of the disease 
could be readily estimated. 

He sent out a large number of circular letters 
relative to the prophylactic use of silver nitrate 
in these cases. The number of physicians reply- 
ing was 113. Of these, 103 thought that a solution 
of nitrate of silver was the most effective drug for 
the prevention of this disease, as well as the most 
inexpensive. In view of the fact that a 2 per cent 
solution occasionally caused silver catarrh, and 
that a 1 per cent rarely did, 94 thought it safer 
and better to select this percentage for recom- 
mendation. 

Seven physicians preferred argyrol and protargol 
in solutions from 5 to 25 percent. Four preferred 
a boracic solution; 1 announced himself in favor 
of sterile water, and 1 other used saline. Still 
another preferred boric or salt, but thought it dan- 
gerous to teach to medical students and the general 
profession. Four physicians thought that the 
choice of method should be left to the doctor in 
charge of the case. Three would make it compul- 
sory for almshouses, hospitals and dispensaries, 
but not for private cases. The 2 per cent silver 
nitrate solution was preferred by 3. One put him- 
self on record as saying that he did not consider 
silver nitrate a prophylactic in all cases; another 
asserted that the vaginal canal always contained 
bacteria. 

The conclusions from a study of the replies 
made it certain that silver nitrate in 1 per cent solu- 
tion was preferred by obstetricians in the United 
States who were in a position to judge of the merits 
of the various measures employed. The author’s 
faith in the prophylactic power of the nitrate of 
silver method was so strong that he attributed 
all apparent negative or ill-effects of the method 
to the presence of antepartum infection of the eyes, 
to unskilled application, or to improper or inert 
solutions. 
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The following characteristics were thought to be 
essential to the proper solution: 

1. The solution must be one which is germicidal 
to the gonococcus. 

2. The technique of its application must be 
so simple that in the hands of the most careless 
or inexperienced student or midwife no harm 
can be done. 

3. The solution must be of such strength that 
while it will prevent ophthalmia neonatorum, it 
will not cause silver catarrh. 

4. The solution must be stored in such a recep- 
tacle as to preserve its strength and permit of its 
being placed in the eyes of the newly-born without 
possibility of mechanical injury. 

From a series of experiments which the author 
detailed, it would appear that silver nitrate in 
0.5 per cent strength or stronger was quickly 
germicidal to the gonococcus. 

The author’s conclusions were: 

1. That silver nitrate solution of 0.5 per cent 
strength, when applied to the gonococcus for 15 
seconds or longer, is germicidal to that organism. 
Therefore, any solution of equal strength or strong- 
er would fill the requirements so far as germicidal 
power is concerned. 

2. That the technique of administration con- 
sists simply of instilling the solution into the eye, 
requiring no after-neutralization. 

3. That solutions of silver nitrate of 0.5 per 
cent and 1.0 per cent strength did not produce a 
silver catarrh, even though no neutralizing solution 
was used afterward. That solution of 2 per cent 
silver nitrate produced a silver catarrh in about 25 
per cent of cases, whether or not a neutralizing 
solution was used. Therefore, a 1.0 per cent 
solution, being germicidal and at the same time 
producing no silver catarrh, is recommended. 

4. That some convenient receptacle should be 
used. 


THE PRESENT STATUS OF THE QUESTION OF TREAT- 
MENT OF OPHTHALMIA NEONATORUM FROM THE 
STANDPOINT OF THE OPHTHALMOLOGIST 


Dr. Lucten Howe, of Buffalo, said that in 
considering this subject we should keep in mind 
3 distinct phases of it, namely, as it affected the 
physician, the midwife, and the public. He dealt 
briefly with the 2 latter classes. As far as the 
physician was concerned, he thought he could lay 
down this as a proposition, that it was impolitic, 
at least, to attempt to coerce physicians by legis- 
lation or otherwise, and what should be done was 
to educate them. The question was how to edu- 
cate them. It was a part of the duty of the oph- 
thalmologist to educate the medical student. He 
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was not given a sufficiently clear idea of the 
importance of ophthalmia neonatorum. A second 
point which should be impressed was that the 
percentage of blind from ophthalmia neonatorum 
from infancy was greater in the rural districts, and 
not in the cities where one would expect it. An- 
other thing, it should be taught that silver nitrate 
in 2 per cent solution was the one on which physi- 
cians as obstetricahs and as ophthalmologists 
must depend. 

Dr. LAPTHORN SmiTH, of Montreal, remarked 
that his total obstetric experience comprised a little 
over 1500 cases. He had had a little less than 
Io cases of suppuration of the eyes. His plan 
was this: he did nothing unless there was some 
reason for so doing. When there was any sign 
of ophthalmia neonatorum, he began with a 1 
per cent solution of silver nitrate, and if in 2 days 
there was no improvement he would use 2 per 
cent, and in this way he cured the cases promptly. 
Two or 3 times a day he would give a drop or two 
of the solution himself unless there was a good 
nurse to whom he could entrust this work. He 
had lost no eyes, and there were no opacities. 
He thought a 2 per cent solution of silver nitrate 
was good enough. 

Dr. WALTER P. MAnrToN, of Detroit, Michigan, 
said that Credé in his last series of cases, published 
in a monograph in 1884, practically had no cases of 
ophthalmia neonatorum in the institute in Leipzig. 
Much had been said in regard to silver reaction or 
silver catarrh that was produced. He was with Credé 
during the conduct of some of his experiments, 
and he saw no cases of silver catarrh. They had 
been using nitrate of silver in the Detroit Woman’s 
Hospital for many years, in 2 per cent solution, and 
they rarely ever got any silver reaction or catarrh 
reaction. He agreed with Dr. Cragin that men 
practising among the upper classes almost never 
saw a case of ophthalmia neonatorum. The 
speaker had never had a case in his own prac- 
tice. They had not had the same success from 
the use of argyrol as had been reported in other 
institutions. 

Dr. F. Park Lewis, of Buffalo, New York, 
said it had been clearly demonstrated that in the 
practices of such men as were present, whether they 
be obstetricians or ophthalmologists, blindness 
followed gonococcic infection so rarely as to be 
practically a negligible quantity, whether the prep- 
aration used was a I or 2 per cent nitrate of silver, 
or organic silver salts. A large proportion of these 
cases, when properly treated, were not followed 
by blindness. It was essential to discriminate 
between prophylaxis and treatment. The intel- 
ligent physician could treat ophthalmia neonatorum 
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and cure it. Provision should be made for the 
education of midwives, for frequently they were not 
only inexpert, but filthy. The efforts of physicians, 
therefore, should be directed, first, toward the 
ignorant midwife and the indifferent physician in 
regard to prophylaxis, and when this was done the 
question of treatment would take care of itself. 

Dr. WALTER M. GREEN, of Boston, said that in 
the Boston Lying-In Hospital they followed prac- 
tically the same plan and used the same solutions 
as those mentioned by Dr. Cragin. They had 
tried 1 and 2 per cent silver nitrate; also protargol 
and argyrol, and at present were using 25 per cent 
argyrol. While he was not armed with statistics, 
he could say they had had better results with 
argyrol than with silver nitrate. 

Dr. Henry D. Fry, of Washington, D. C., said 
in the maternity hospital with which he was con- 
nected in Washington, where they have used 
regularly a 2 per cent solution of nitrate of silver, 
it effectually controlled the situation. There had 
been no eyes lost. Sometimes ophthalmia de- 
veloped, but the cases were turned over to an 
ophthalmologist, who cured them. For some time 
they had been using a 1 per cent nitrate of silver 
solution, but after hearing the results of Dr. Cragin 
he thought he would return to the 2 per cent 
solution. 

Dr. Atvin A. HuBBEL, of Buffalo, New York, 
said that as a prophylactic measure, nitrate of 
silver solution had been demonstrated beyond 
question to be efficient. A 1 per cent solution was 
favored by some; a 2 per cent solution was favored 
by more. He believed a 2 per cent solution was 
right. This solution should not be dropped care- 
lessly and freely into the eye as a preventive, or as 
a curative measure, but should be given with great 
care. Credé’s method was to instill between the 
edges of the lids about half a drop. He directed 
that a glass rod be used, not a medicine dropper. 

The subject was further discussed by Dr. SETH 
C. Gorpon, of Portland, Maine; Dr. Taytor, 
of Philadelphia, and the discussion was closed by 
Dr. CRAGIN. 


CYSTIC LYMPHANGIOMA OF THE GASTRO-COLIC 
OMENTUM 
Dr. W. Francis B. WAKEFIELD, of San Francis- 
co, California, read a paper on this subject, which 
appears in this issue. 


ECTOPIC GESTATION WITH SPECIAL REFERENCE TO 
THE TREATMENT OF TUBAL RUPTURE 

Dr. HUNTER Ross, of Cleveland, Ohio, devoted 

his attention mainly to the question of operative 

interference in cases of ectopic gestation, and more 

especially those that may be termed “‘emergency”’ 
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cases in which rupture of the tube had taken place, 
and the patients were suffering from severe shock, 
associated with an excessive loss of blood. 

He asked the question, Is death as a result of 
tubal rupture almost invariably due to hemorrhage ? 
If so, then we were always justified in opening the 
abdomen at once in order to ligate the bleeding 
vessels. He believed that in the majority of cases 
of tubal rupture, that he had personally met with, 
the bleeding had ceased before he saw the patient, 
and on opening the abdomen in such cases, al- 
though he had often found a considerable amount 
of fluid blood, he had rarely met with a bleeding 
vessel. When there was spurting or oozing it was 
generally produced by the blood that had been 
held under tension in the sac. When the product 
of gestation had been situated in the ampullary 
portion of the Fallopian tube and had passed 
through the fimbriated extremity the amount of 
blood that was poured out was not enough to bring 
about a fatal result. Most of these patients, then, 
would recover without operation. 

Again, in tubal rupture, his experience had led 
him to believe that death from hemorrhage alone 
was exceptional, and examination of a considerable 
number of ectopic sacs had shown that the large 
vessels, uterine or ovarian, were seldom implicated. 
For the last 4 or 5 years, therefore, he had had 
satisfactory results from the following method of 
treating all of his cases of rupture occurring in 
ectopic gestation. If there were signs of improve- 
ment (and this in his experience always took place) 
he kept the patient under observation and strength- 
ened her by appropriate stimulation. In all of his 
cases the patients had reacted so well that after 
from 3 to 10 or 12 days he was able to operate 
without any danger of resulting shock. 

As to the likelihood of the continuance of the 
bleeding for any length of time he was skeptical, and 
he was inclined to believe that in most cases in 
which, after the abdominal wound had been opened, 
bleeding vessels had been found, the hemorrhage 
had been started up again by the operation. In 
this connection he had instituted a series of ex- 
periments which, so far as he had gone, seemed to 
show that, in dogs at least, hemorrhage from large 
internal vessels ceased before it was sufficient to 
prove fatal. These experiments were given some- 
what in detail. 

No dog succumbed to excision of the ovary, 
division of the broad ligament, with section of the 
left uterine vessels, section of the uterine vessels on 
both sides, and other lesions. In none of the cases 
did the dog succumb to the hemorrhage, although 
he probably subjected the dogs to as great a risk of 
bleeding to death as was incurred by the average 
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woman suffering from a ruptured tubal preg- 
nancy. 

He briefly cited one striking experiment that was 
carried out with dog 13 of the series. 

Weight of the dog about 9 kilos. On March 
25th, the abdomen was opened in the median line. 
Each oviduct was occupied by 4 fetal sacs. It was 
estimated that the dog was about one-third along 
with her pregnancy, the period corresponding to 
the third month of gestation in the human being. 
The blood-vessels in the broad ligaments were 
dilated, the uterine artery being 2 mm. in diameter 
at the junction of the oviduct and the body of the 
uterus. The right uterine vessels were incised at 
this point, the bleeding was profuse, and the abdo- 
men was closed while the bleeding was going on. 
After the closure of the abdominal incision the 
femoral pulse could just be made out. The mucous 
membranes were very pale. Fifteen minutes later 
the dog lay stretched out with her eyes open and 
breathing quietly, but the femoral pulse could not 
be made out. 

March 26th. The dog appeared dull, but walked 
around without any difficulty. Pulse small, 140 
to the minute. She was given a subcutaneous 


infusion of 200 c.c. of normal saline solution. 
March 27th. Condition of dog good. Pulse 

104, regular and of fairly good size. Abdomen was 

reopened and several c.c. of bloody fluid and clots 


were found. The proximal ends of the cut uterine 
vessels were closed, but good pulsation was present 
in the artery. The fetal sacs of the left side were 
brought out and opened by longitudinal incisions, 
which were further torn apart by forceps. These 
tears were made from the dorsal sac inwards on 
the inferior, the superior, the anterior, and the 
posterior surfaces of the oviduct respectively. This 
procedure was followed by rather free bleeding 
from one torn sac. The abdomen was closed. 
One hour following the operation the dog was still 
prostrated, pulse 120, and of fairly good volume. 

March 28th. Dog in excellent spirits, quite 
active. Abdomen reopened under ether narcosis. 
A small quantity of fluid and clotted blood present. 
Good pulsation present in proximal stump of right 
uterine artery. Distal portions of the right vessels 
severed again and the fetal sac adjacent to the body 
of the uterus on this side torn open. All the left 
sacs were again cut open in different places, and the 
left uterine vessel was severed. There was the 
usual free hemorrhage. Dog conscious on reaching 
bed, pulse very rigid and small. 

April 2d. Dog rather dull yesterday and to- 
day, but gets around well. Has shown no symp- 
toms of pain. This morning the abdomen was 
reopened for the fourth time within a period of 9 


SURGERY, GYNECOLOGY AND OBSTETRICS 


days. Several c.c. of dark bloody fluid were 
present. Bladder much distended. Omentum ad- 
herent to fetal sacs. The left uterine vessels were 
thrombosed in their several ends. Definite pulsa- 
tion in the artery:could not be made out on either 
side. The uterus together with the fetal sacs was 
now removed. The bleeding from the freshly cut 
uterine and ovarian vessels was very free. Abdomen 
closed. At the end of the operation the femoral 
pulse was 140 to 150, irregular and small. Mucous 
membranes much blanched. A tight binder was 
placed around the abdomen and the dog left in the 
Trendelenberg position. Three hours later the 
condition was about thesame. Three hundred and 
twenty-five c.c. of a saline solution was given sub- 
cutaneously, with slight improvement of the pulse. 

April 3d. Twenty-four hours after the last 
operation the dog was found in much better condi- 
tion, able to be on her feet, and taking nourishment 
readily. Pulse 120, regular, and of fairly good 
size. 

The author believed that shock, about which we 
understood so little, must stand for much in these 
cases, especially since we met with so serious a con- 
dition soon after the rupture, and before there had 
been any great loss of blood. Could we promptly 
eliminate this factor of shock by placing our 
patients absolutely at rest in body and mind, he 
believed not one of them would die as the result of 
being left unoperated upon. Rest, and supplying 
an increase in the fluid content of the blood by 
judicious saline infusions would, in his estimation, 
offer most patients suffering from a ruptured ectopic 
gestation their best chance of recovery. Of course, 
whatever was done, some of the patients would 
die because they were seen too late, but he believed 
that the percentage of fatalities would be lower if 
surgeons refused to add shock to shock, and assisted 
nature to bring about a reaction before proceeding 
to a serious operation. 

In his series of 20 cases, the youngest patient 
was 23, the oldest 43; 14 of the patients had 
borne one or more children; 6 were nullipare. 
Miscarriage had occurred in 10 patients; but a 
previous history of pelvic inflammatory disease was 
recorded in only 3 cases. The attacks came on 
with severe pain which, in the tubal rupture cases, 
was continuous, whereas in the tubal abortion cases 
there were recurring attacks of pain. In 5 of the 
patients the condition on admission was so critical 
that immediate surgical interference seemed to be 
contraindicated. Noné of the patients was opera- 
ted upon within 18 hours after admission; 17 were 
operated upon at periods ranging from 3 to 12 days; 
8 of the 17 on the third day. All but one of the 
5 critical cases showed marked improvement before 
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the operation. Only one patient of the 20 died, 
and she succumbed to intestinal obstruction on the 
tenth day. 

Dr. J. Monrcomery Batpy, of Philadelphia, 
said the teaching of the essayist was so dangerous 
that he could not refrain from saying a few words. 
The essayist had remarked that these patients did 
not bleed to death. Dr. Baldy said that plenty of 
them bled to death, and in support of this statement 
mentioned the report of Formad (Coroner’s Physi- 
cian of Philadelphia at one time), who put on 
record some 15 or 20 cases of patients with ruptured 
ectopic gestation that bled to death, the abdo- 
men having been found filled with blood. The 
speaker favored early operation in cases of ectopic 
gestation. 

Dr. C. C. FREDERICK, of Buffalo, New York, 
had seen from 75 to tco cases of extra-uterine 
pregnancy. Of this number 5 had died from acute 
hemorrhage. In 3 he opened the abdomen and en- 
deavored to save the patients’ lives, but every one 
of the 5 was almost pulseless at the time of the 
operation. In the 3 in which he opened the abdo- 
men the patients were too far gone, and died. Of 
the others, in which the hemorrhages were slow, he 
lost only 2 out of between 50 and 60 cases. He 
believed that the cause of death in these rapidly 
acute cases was largely due to the loss of blood, and 
it was not a matter of shock. He did not see why 
these cases should have more shock than those 
that did not die from shock. He thought that by 
estimating the amount of hemoglobin in each indi- 
vidual case, we could determine whether it was 
shock or hemorrhage that the patient was suffering 
from. If the patient Was suffering from shock, the 
hemoglobin index was going to be high, say 60 or 
70 per cent; whereas if the index dropped to 30 or 
35 per cent, the patient was suffering from hemor- 
rhage. 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, related some cases of ruptured ectopic 
gestation operated on late, but which he believed 
could have been saved by early operation. 

Dr. I. S. Stone, of Washington, D. C., thought 
we were taking a step backward by advocating 
delay in cases of ruptured ectopic pregnancy. 
When a patient was bleeding, it was a good prin- 
ciple to operate with a view to arresting the hemor- 
rhage. He favored early operation, and said that 
not long since he lost a case of ectopic gestation 
from hemorrhage, the abdomen being found filled 
with blood. 
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Dr. WiitraM E. Mose trey, of Baltimore, ex- 
hibited a couple of specimens in connection with 
this discussion. The cases were interesting on 
account of their rarity in certain respects. The 
first one showed the possibility of secondary rupture 
of the tube. In this particular case there was a 
tubal abortion, and nearly 1o days after the tubal 
abortion occurred, there was secondary hemorrhage 
from the rupture of the sac. He operated on the 
woman 24 hours after there were indications of 
rupture, and the patient was now doing well. 

The other case was one of ruptured interstitial 
pregnancy of possibly 3 months’ duration. 

Dr. Ross, in closing the discussion, said that he 
had simply presented an abstract of his paper, con- 
sequently he had been misunderstood. The paper, 
when read in full, would answer many of the ob- 
jections that had been raised better than he could 
do in the few minutes allotted to him. 


INCISION OF THE ANTERIOR UTERINE WALL (AN- 
TERIOR COLPOHYSTEROTOMY) AS A TREATMENT 
OF CHRONIC INVERSION OF THE UTERUS 


Dr. REUBEN PETERSON, of Ann Arbor, Michi- 
gan, read a paper on this subject, which appears in 
this issue of the journal. 


A STUDY OF THE UTERO-SACRAL LIGAMENTS 

Dr. I. S. STONE, of Washington, D. C., read a 
paper on this subject, which appears in this issue 
of the journal. 


INVERSION OF THE VAGINA, WITH THE DESCRIP- 
TION OF A PRESUMABLY NEW OPERATION FOR 
ITS RELIEF OR CURE 
Dr. PHILANDER A. HArris, of Paterson, New 

Jersey, read a paper with this title, which appears 

in this issue of the journal. 


OFFICERS 

The following officers were elected for the ensu- 
ing year: PRESIDENT, DR. J. MONTGOMERY BALDy, 
of Philadelphia; Frrst VicE-PREsIDENT, Dr. I. S. 
STONE, of Washington, D. C.; SEconp VIcE- 
PRESIDENT, Dr. Matcorm McLean, of New 
York City; TREASURER, Dr. CHARLES P. NoBLr, 
of Philadelphia; SrcrETARY, Dr. J. RIDDLE 
Gorre, of New York City, re-elected; MEMBER 
OF THE Council, Dr. CLEMENT CLEVELAND, of 
New York City. 

Philadelphia was selected as the place for hold- 
ing the next annual meeting; time, fourth Tues- 
day in May, 1908. 
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TRANSACTIONS OF THE CHICAGO SURGICAL AND CHICAGO 
MEDICAL SOCIETIES 


Joint MEETING OF THE CHICAGO SURGICAL AND CHICAGO MEDICAL SOCIETIES, APRIL 10, 1907. 


Joint meeting of the Chicago Surgical and 
Chicago Medical Societies, April 10, 1907, with 
the President of the former Society, Dr. D. W. 
Graham, in the chair. 


SYMPOSIUM ON SURGERY OF THE NERVOUS SYSTEM 
Dr. JAcoB FRANK read a short paper on ‘‘ The 

Technique of Exposing the Operative Field in 

Surgery of the Brain.” (See paper, ante, p. 229.) 
Dr. A. E. HALsTEAD presented a short paper on 


“The Technique of Methods for Exposure of the . 


Spinal Cord,”’ of which the following is an abstract: 
A. Laminectomy. 

1. Removal of entire lamina, spinous pro- 
cess and connecting ligaments, namely, 
interspinous, supraspinous, interlamin- 
ous, with (a) Doyen’s saw; (d) bone 
cutting forceps; (c) rongeur forceps. 

2. Subperiosteal Laminectomy. 

a. Conserving spinous processes, with supra~ 
and interspinous ligaments — Abbe’s 
method. 

b. With destruction of spinous processes and 
connecting ligaments. Instruments: 
Doyen’s saw, bone-cutting and rongeur 
forceps. 

Technique. 1. Median incision, when spinous 
processes are removed. 2. Freeing spinous pro- 
cesses and lamina of muscles, and of periosteum 
in subperiosteal operation; retraction of muscles. 
3. Dividing lamina, on each side, close to articular 
process or pedicles, preferably with a Doyen saw, 
chisel, or bone-cutting forceps. 4. Division of 
extradural fat and connective-tissue. 5. Incision 
of membranes and exposure of cord. 6. Restora- 
tion of bone flap in subperiosteal operation. 7. 
Suture of muscles and skin. 8. Temporary 
drainage. 

B. Osteoplastic Resection of Spine. 

1. Preliminary resection of spinous process at 
base of flap. 

2. U-shaped incision outlining flap 34 inches 
wide. Terminal portions of vertical por- 
tions of incision slightly curving outwards. 

3. Incision of muscles and fascia down to 
lamina. 

4. Clearing lamina of muscle and periosteum at 
bottom of vertical incisions, by means of 
a chisel. 

. Cutting lamina with Doyen’s saw. 


6. Dividing supra- and interspinous ligaments 
at level of transverse connecting incision. 
. Loosening of osteoplastic flap by inserting 
elevator in saw cut in lamine of each 
vertebra comprising flap. 
8. Reflexion upward of flap. 
g. Exposure of cord by incision of membranes. 

10. Replacing flap. 

11. Suturing muscles and fascia in layers. 

12. Drainage. 

Laminectomy (subperiosteal) with restoration of 
bone fragments or bone flap, operation of choice. 
Removal of lamina with conservation of spinous 
processes and connecting ligaments not practic- 
able in cases where free exposure of cord is essential. 
In subperiosteal resection of lamina, when bone is 
not replaced, reformation of lamina from regenera- 
tion of bone occurs, with restoration of function. 
In cervical and lumbar regions, where concavity 
of spine is posterior, laminectomy is operation to 
be preferred. 

Reasons. 1. Because posterior concavity of 
spine does not permit muscles to drop into the de- 
fect made by removing lamina, therefore muscles 
will not, when contracting, press upon cord. 
2. This operation is much simpler in technique. 
3- Muscles are not injured to such an extent as in 
osteoplastic resection. 

In dorsal spine: In kyphosis, osteoplastic resec- 
tion may have a place. Objections to this opera- 
tion are: 1. Difficulty in securing a symmetrical 
flap. 2. Permanent injury to muscles in making 
U-shaped incision. 3. Danger of sloughing of 
osteoplastic flap from inadequate blood supply. 
4. In reflection flap the extent of exposure of cord 
may be insufficient, necessitating extending re- 
section by removing more laminz by other means. 
5. It is wholly unnecessary in most cases to restore 
bony arch of vertebra by osteoplastic methods. 
Regeneration of lamina is known to occur ina short 
time after subperiosteal resection. 

The present status of surgery for tumors and 
localized infections of the brain and spinal cord was 
then taken up. Dr. ARCHIBALD CHURCH spoke 
on the symptomatology and diagnosis; Dr. JOHN 
B. Murpny on the operative treatment and post- 
operative results. 

Dr. WELLER VAN Hook followed with a paper on 
“The Closure of Cranial Defects,” and Dr. M. L. 
Harris discussed “Surgery of the Trifacial Nerve.” 
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Dr. E. W. RYERSON discussed nerve grafting 
for infantile paralysis. 

Dr. RYERSON reported (by invitation) six cases 
of nerve grafting for infantile paralysis. Four of 
these were available for presentation, one of the 
others having disappeared, and the sixth being too 
recent to be conclusive. 

One case — of total paralysis of the external 
popliteal — showed a complete failure one year 
after the distal end of the external popliteal nerve 
had been sewed into a longitudinal slit in the 
internal popliteal. 

One case of internal popliteal paralysis, involv- 
ing the gastrocnemius, soleus, and tibialis posticus, 
showed a considerable improvement in stabilitv 
and position, the marked calcaneo-valgus being 
lessened, but no voluntary movements could be 
distinguished in the affected muscles. 

One case of paralysis of gastrocnemius and so- 
leus paralysis, treated by implantation of the small 
branches of the tibial nerve supplying these mus- 
cles into the external popliteal, showed improve- 
ment in position and stability, and a definite 
increase in size and apparent tone of the calf 
muscles, but no voluntary motion. 

One case of paralysis of tibialis posticus, with 
only very slight power in gastrocnemius and soleus, 
treated by grafting internal popliteal into external 
popliteal, showed no improvement, and the pre- 
vious slight functional ability in the gastrocnemius 
and soleus is destroyed. 

These cases seem to show that the slit method of 
nerve-grafting is not likely to be successful, in 
spite of the successes reported by several observers, 
and it is Dr. Ryerson’s opinion that it will be 
found advisable to slice upward a thin flap in the 
sound nerve, so that at least a partial end-to-end 
approximation can be made. The chief objection 
to this method is that the portion sliced upward 
may contain the fibers supplying some important 
muscles, since we have no means of differentiating 
the fibers. In the case of the internal popliteal, 
however, the anastomosis could be made below the 
place where several of the gastrocnemius nerves 
are given off, and thus some of the danger might be 
avoided. 

Dr. Juttus GRINKER: I wish to discuss two or 
three points in diagnosis which are sufficiently im- 
portant to require special emphasis. The first 
point is, that generalized epileptic fits are not 
always to be classed as idiopathic epilepsy; on the 
contrary, they sometimes appear as an early sign 
of brain tumor. Most writers on brain tumors, 
and notably Oppenheim in his classic monograph, 
mention this point, but it is often overlooked. 
Quite recently I had under observation a case of 
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brain tumor in which generalized epileptic convul- 
sions constituted the only important symptom 
for a period of eight years. During the past year 
complete blindness due to secondary optic atrophy 
appeared and a left-sided hemiparesis slowly devel- 
oped. Headaches have been present almost from 
the beginning, but were not continuous and seemed 
to have been provoked by alcoholic and other ex- 
cess. A close interrogation of the patient brought 
out the statement that headaches have even 
antedated the epileptic fits. Tumor was over- 
looked, because the fits were considered of the 
idiopathic variety and the headaches were not 
brought into relation with other symptoms. 

The second point to which I wish to direct atten- 
tion is that the Jacksonian fit is not invariably a sign 
of gross brain disease, though it is a most valuable 
sign when it occurs in conjunction with other symp- 
toms. Some time ago I recommended operation 
in a case of unilateral epilepsy, which corresponded 
closely to the Jacksonian type, and in which a prob- 
able diagnosis of brain tumor had been made. 
Careful exploration of an entire hemisphere proved 
the absence of neoplasm. Because of the extreme 
rarity of unilateral idiopathic epilepsy it is likely 
to be mistaken for focal brain disease. 

In connection with the subject of brain injuries 
I wish to state that patients in a comatose condi- 
tion are often sent to a general hospital with the 
diagnosis of uremia, or they are sent in as common 
“drunks.” Each such case should be carefully 
examined, as it may prove to be a case of brain in- 
jury notwithstanding the absence of external evi- 
dence of trauma. In this way we can save many 
lives. Recently I saw a case in the County Hos- 
pital, in which there were aphasia and localized fits 
in the right half of the face and in the right arm, 
appearing at intervals of a few minutes. I thought 
of subdural hemorrhage and recommended opera- 
tion. The patient’s life was thus saved. 

Within the last few days I saw in consultation a 
patient who had been aphasic for six or seven days. 
The Babinski toe phenomenon could be readily 
demonstrated and there were seen localized twitch- 
ings beginning in the face and extending to the arm 
and leg of the right side. As the before-mentioned 
symptoms appeared rather suddenly, the entire 
symptom-complex pointed to hemorrhage over the 
left cortex. I advised immediate operation which 
proved the diagnosis by the finding of an immense 
blood-clot over the Rolandic area and Broca’s 
convolution. 

Dr. L. L. McArtuur: Dr. Halstead stated that 
new bone would be produced after subperiosteal 
resection of the spinal vertebra. McEwen has 
demonstrated that only when the periosteum is 
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inflamed do the osteoplastic cells exist in sufficient 
number to be capable of reproducing bone, and that 
normal periosteum makes a fibrous deposit only. 

In regard to the filling in of defects with bone 
taken from the patient, the impression ought not to 
go out that ossific union will not occur if the bone 
be replaced. Dr. Frank will recall having made 
a postmortem on a patient from whom a 2-inch 
trephine button had been removed while search- 
ing unsuccessfully for a cerebral tumor. When the 
patient died two years later he found that this 2- 
inch trephine button had healed in place perfectly. 

In regard to the Abbé operation, I believe it is 
much better than that of ganglionic removal. I 
have three time resected the nerve intracranially 
after the method of Abbé, but instead of implant- 
ing the rubber dam I have used gutta-percha tissue, 
thinking that that was what Abbé recommended. 
These patients have been without a recurrence of 
the pain for over three years. 

There is another point that I am pleased was 
brought out again, because I feel that I was a pion- 
eer in that line, having drained the lateral ventri- 
cles for hydrocephalus, but at a more superficial 
layer than is recommended by Ballance. Ten or 
twelve years ago, in my own practice, and in the case 
of some of Dr. Church’s patients, I drained the ven- 
tricles with a tube, the flange of which rested under 
a large scalp flap instead of resting within the skull, 
for the purpose of letting the fluid out into the cel- 


lular tissues of the neck. It succeeded in relieving 


the convulsions and other symptoms. One case 
of hydrocephalus, occurring in a child seven or 
eight years of age, had a very large head, the size 
of which was not diminished by the operation, 
although the child was relieved and remained well 
for two or three years, when it died of summer 
diarrhoea. 

In another case of drainage beneath the scalp a 
peculiar thing happened. While I drained on one 
side only, that side of the head remained of small 
size, while the other side of the head remained 
tense and grew. A closure of the opening between 
the two lateral ventricles was suspected. 

Dr. ARTHUR DEAN BEvAN: It is not so very 
many years ago that most of us were rather pessi- 
mistic about the surgery of the brain and cord. 
There has been enough advance made in this line 
of work, and enough definite results have been 
obtained to warrant our being more optimistic than 
wewere formerly. When you weigh all the evidence, 
the absolute hopelessness of brain tumor, on the 
one hand, and even the small possibility of good 
coming from operation, on the other hand, I think we 
must all urge operative interference more frequently, 
especially when we consider the splendid results, 
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so far as relief is concerned, that can now be obtained 
from the decompression qperation. Many of the 
old-time operations which‘were exploratory result- 
ed in little good, but to-day, when the tumor can- 
not be found, an enormous amount of comfort can 
often be given the patient and his eyesight main- 
tained for months and years by a decompression 
operation. 

One point impressed me very much indeed, that 
was Dr. Murphy’s remarks with regard to search- 
ing for a tumor with a sharp needle. I, too, have 
found that it is much better to use a blunt instru- 
ment like a grooved director. The different sense 
of resistance between ordinary brain-tissue and 
tumor-tissue will often enable one to locate the 
latter definitely. 

With regard to laminectomy, I am very much 
opposed to the osteoplastic operation. I believe 
it is a dangerous one. It is not indicated very fre- 
quently, and the removal of bone with a saw or 
chisel is also a bad procedure. The simplest plan 
is to bite away the laminz with rongeur forceps. 
Anatomically, the laminz are of no value; they form 
simply a protecting wall for the cord, furnishing 
practically no support to the spinal column. It is 
simply the lamine that are removed in a laminec- 
tomy, and quite a number of them can be removed 
without interfering with the integrity of the spinal 
column. Such a procedure is to be preferred to 
osteoplasty, because when you start in with the 
determination to operate at a certain point, you 
frequently find that you must go up one or more 
vertebre, which you cannot do in an osteoplastic as 
well as you can do with a simple incision. 

Dr. CARL WAGNER: The point mentioned by 
Dr. Grinker, that every case of unconsciousness 
brought to the hospitals without any accurate his- 
tory should be carefully examined in regard to 
brain lesions, is of importance. This was brought 
to my attention ten years ago, when a patient whom 
I had in the hospital under observation with a 
fibroid of the uterus died suddenly. The intern 
said that is was uremia, the attack coming on with- 
out warning while the patient was walking about. 
This did not seem plausible and it occurred to me 
that there must have been some brain trouble. I 
did a postmortem and found a tumor of the frontal 
lobe. I reported the case to this Society and ex- 
hibited the specimen at that time. There had been 
very few symptoms during the life of the patient 
practically only a little headache, and yet the tumor, 
a gliosarcoma, was a large one. 

Regarding the implantation of decalcified bone 
chips, into the cranial defect, I want to call your 
attention to the very elaborate and comprehensive 
work done in Italy by the late Prof. Sacchi, of 
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Genoa, who said that it is not only useless to im- 
plant bone chips, because they are absorbed, but 
in many cases give rise to suppuration. 

Dr. JAcoB FRANK (closing the discussion): In 
1887, when I was doing brain work, I said then that 
surgically the surgery of the head is all right, but 
that the post-operative results are all wrong. Most 
of the patients either die shortly after the operation, 
or they are relieved of their symptoms but never 
again become useful members of society. The 
surgery of the brain stands to-day where it stood 
then. We must look for some means of mutilating 
the brain without leaving the patient in a state 
where he cannot earn his living. 

As to searching for tumors of the brain, I have 
looked for them and missed them, and I have seen 


other surgeons in Chicago do the same thing. I 
have come to this conclusion, that needles and tro- 
cars are of no value whatever in looking for tumor 
of the brain. If the neurologist says he has local- 
ized the tumor, it is much better and causes less 
disturbance to the brain to go in and open up 
the sulci with the finger or the end of a spoon. 
As a rule, they lie about half an inch from the 
surface of the cortex, and you can detect them 
much easier with the finger than with the needle. 
I agree with Dr. Bevan that a needle in the 
brain is a dangerous instrument. It should 
not be used. The best thing is a special, 
grooved director, with a blunt end, and a deep 
groove. If you have an abscess, the pus will run 
along the groove. 
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SURGERY, GYNECOLOGY AND OBSTETRICS: 

In your May number of 1907, Dr. Franklin 
S. Newell writes a very interesting article cntitled 
“Valvular Diseases of the Heart Complicating 
Pregnancy.” In this connection the following 
history will, I trust, prove of interest. 

Seven years ago I was called to attend Mrs. 
G. V. H., aged 21, in confinement, and delivered 
her of a still-born macerated child. At that time 
I discovered a mitral stenosis and a slightly hyper- 
trophied heart. Recovery uneventful. 

Following this she gave birth to 3 healthy boys. 
In each of these labors (all of which were short) 
compensation was maintained, and, in fact, at no 
time did the heart call attention to itself. Also 
during these years Mrs. H. was operated upon 
twice by me because of pus in frontal sinus. The 
first operation was puncture and drainage, but, 
this closing up, a few months later I did the 
Killian operation, that is, removed the anterior 
wall and the supra-orbital plate. Both opera- 
tions were performed under ether and in neither 
was there the slightest disturbance on the part of 
the heart. 

In August, 1906, she again became pregnant. 
In October she came in complaining of intense 
pain in left pelvis, also giving history of show of 
blood and bearing down pains. She was operated 
upon under ether. An ovarian cyst on the right 
side was removed, the uterus freed, and the left 
ovary removed in part. Recovery uneventful. 

January 2, 1907, came to the office with marked 


dyspnoea, pulse (radial) 130, and conplaining of 
some swelling of the legs toward evening. Dr. 
George D. Head called in consultation. Examina- 
tion revealed a dilated heart extending 2 cm. to 
right of sternum, a marked pre-cystolic thrill end- 
ing in the sharp shock of systole, with the usual pre- 
cystolic murmur at apex. Patient was put to bed 
on a restricted diet and given 2 drops of digitalis 3 
times a day. At the end of 6 weeks the pulse was 
still 122, and occasionally her night’s rest would be 
broken by attacks of coughing which would bring 
on the dyspnoea and send the pulse up to 120. On 
the fifth of April these attacks became so frequent 
that I sent her into the hospital with the intention 
of emptying the uterus. Remembering, however. 
the preceding easy short labors, and because of her 
great desire for a girl baby, I delayed from day to 
day. On the advice of Dr. Marx White I changed 
from the tincture of digitalis to digalin C. C., t. i. d. 
I might say that during the preceding 2 months, 
between the attacks of coughing, her pulse would 
often drop into the nineties: and the week before 
her confinement was the best week that she had 
since going to bed. On May rg4th shortly after 5 
she went into labor and at 7:30 she delivered her- 
self of a 7? pound girl baby. Pulse during labor 
did not go above 96 and at one time was counted 
down to 80. For the remainder of day pulse varied 
between 80 and go and at 6 A.M., the morning of the 
15th, was 64. Since then it was run about 8o. 
This case tests the rules laid down by Newell. 
LEsTER W. Day, M.D. 
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A Text Book Or DIsEAsEs OF WOMEN. By 
J. Clarence Webster, B. A., M. D. (Edin.), F. R. 
C. P. E., F. R. S. E. Professor of Obstetrics and 
Gynecology in Rush Medical College in Affiliation 
with the University of Chicago; Gynecologist to 
the Presbyterian Hospital and Central Free Dis- 
pensary; Consulting Gynecologist to the Passavant 
and St. Anthony’s Hospitals, Chicago. 372 illus- 
trations and to colored plates. Philadelphia and 
London: W. B. Saunders Company, 1907. 

The reviewer of this book experienced genuine 
enjoyment (and he read all of it with keen interest) 
in perusing Dr. Webster’s work on the subject of 
gynecology. It is actually a new work on the sub- 
ject of which it treats written by a master of the 
subject who has written from a vast experience and 
a full fund of well digested knowledge. 

Webster is a gynecologist developed from the 
foundation which recognizes gynecology as some- 
thing more and higher than a branch of general 
surgery —as a specialty that calls for definite 
talents of the highest quality, requiring thorough 
drilling in experimental and practical work in 
order to develop them to the highest point of 
efficiency. 

The author is fortunate in having had a thorough 
drill in obstetrics and practical general and spe- 
cial pathology. There is a charm in reading the 
book which leaves the reader with a sense of satis- 
faction that one only possesses after accomplishing 
something worth while. It is difficult to account 
for such effects in their entirety because they are 
the result of the artistic touch which makes the 
difference between literature and mere compilation. 
But there are a number of definite things we recog- 
nize in the book which help to explain the interest 
we take in its pages. 

1. The author has succeeded in handling his 
subject in such a way that his book has lost that 
appearance of a catalogue of ancient subjects and 
devices which too many of our works on gynecology 
possess. The author has not made any sweeping 
innovation. He has culled and revised and 
modernized. The chapter on regional anatomy is 
a fair illustration. It is thoroughly revised from 
the old ruts and describes and discusses the facts 
from the standpoint of modern anatomical re- 
search in such a way as to lend new interest to the 
subject. 

The chapter on pessaries which has always been 


a prominent one in works on gynecology, is properly 
reduced to the two or three pages necessary to 
describe the principle of the Albert Smith pessary. 

The author takes a sane view of the subject of 
displacements of the uterus. He does not seek to 
make the subject obscure by attributing all symp- 
toms resulting from displacements to complica- 
tions of the displacement. He outlines a rational 
non-operative treatment for this condition and 
goes to some length to describe the various opera- 
tive treatments for displacements. 

He touches the subject of electricity in gyneco- 
logy practically to condemn it. His description of 
electrical apparatus and methods of treatment is 
obsolete. 

The chapter on surgical technique is one of 
the most complete and interesting in the book. 
Every detail is worked out and the method of 
presentation leaves no doubt in the reader’s mind 
that the author has lived through a painstaking 
evolution in reaching his present state of perfection. 

Cancer of the uterus is treated in an up-to-date 
manner from the standpoints of pathology, clinical 
experience, and surgery, and is well summed up in 
the following quotation: 

“Observations regarding the frequency with 
which cancer recurs in the scar after total extir- 
pation of the whole uterus, and the microscopic 
study of the cut surface of parametric tissues at 
the time of this operation, as well as of lymphatics 
and glands within the pelvis, revealing cancer-cells 
at various distances from the uterus, have caused 
much skepticism as to the value of removal of the 
uterus alone, whether the vaginal or abdominal 
route be selected. Indeed, some authors, while 
admitting that there may be no recurrence after 
this operation in a small percentage of cases, hold 
that for the great majority of cases it is valuable 
only as a palliative measure. It is well known, of 
course, that the after-results of this operation are 
better in the early stage of the disease while yet 
it is limited to the cervix. There can, therefore, 
be no doubt that the operation which is likely 
to be followed by the smallest percentage of re- 
currences is abdominal removal of the uterus, 
ovaries, tubes, broad, round and uterosacral liga- 
ments, upper part of the vaginal wall, adjacent 
parametric and paravaginal tissues, lymphatic 
glands situated between the external and internal 
iliac vessels, over the great sacrosciatic foramen 
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near the great sciatic nerve, and those near the 
common iliac veins which receive the lymphatics 
of utero-sacral ligaments. The mortality asso- 
ciated with this extensive procedure is undoubtedly 
greater than that in simple extirpation of the 
uterus, and the length and tediousness of the pro- 
cedure have undoubtedly deterred many operators 
from performing it. Yet there is every reason to 
believe that experienced and expert gynecologists 
will soon reduce the time of this operation and 
thereby reduce the death-rate accompanying it.” 

He discusses the radical operation judiciously 
and says of the most radical procedure: 

“This extensive operation is tedious and re- 
quires considerable time, especially in the hands 
of a beginner. Great care must be taken not 
to injure any large iliac vein. There may be 
troublesome venous oozing in the parametric and 
paravaginal regions. Sampson recommends the 
following procedure: 

“The vagina and vulva are cleansed. Catheters 
are passed into the ureters in order that the latter 
may be easily recognized during the operation, 
especially when the uterovaginal and _vesico- 
vaginal plexuses of veins require to be secured. 
A rubber tube is passed into the rectum and left in 
position during the operation. 

“The abdomen is opened in the Trendelenburg 
position, Poten’s method of protecting the general 
peritoneal cavity beingemployed. The peritoneum 
of one infundibulo pelvic ligament is divided 
parallel to the edge, and the ovarian vessels ligated 
and divided. Beginning at the division of the com- 
mon iliac artery, a downward dissection is made, 
removing the fat and lymphatic structures, includ- 
ing the lymph nodes along the iliac vessels, a blunt 
dissector or a piece of gauze on a clamp being used. 
The uterine artery is exposed and ligated at its 
origin. If there is difficulty in finding this vessel, 
the obliterated hypogastric should be found and 
traced back, care being taken not to injure the 
superior vesical artery. 

“The other side of the pelvis is similarly treated. 
The bladder and uterus, with all the tissues from 
pelvic wall to pelvic wall, are thus made free. The 
uterus is then drawn up, making the uterosacral 
ligaments tense; the latter are then divided. The 
vagina is next separated from the rectum, care 
being taken to give the cervix and vagina a wide 
margin. 

“The bladder is then dissected from the cervix 
and vagina down to the entrance of the ureters. 
If the bladder is invaded by the cancer, it should 
be opened above the affected part, a finger being 
passed into it to determine the area involved; 
the latter is then excised. 
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“The ureters should be dissected free near the 
bladder, and the veins in the neighborhood tied. 
The periureteral arterial plexus and the ureteral 
sheath should be injured as little as possible to re- 
duce to a minimum the risk of ureteral necrosis. 
If the carcinoma has extended to or beyond the 
ureters, or if they are compressed, they should be 
cut off just within the parametrium and also at 
their entrance into the bladder. 

“Tf the ureters are free, it is best not to resect 
them, but to proceed as follows: Beginning at 
the entrance of the ureter into the parametrium, 
an incision is made through the ureteral sheath in 
its entire length and the ureter shelled out carefully. 
The latter is then gently drawn to one side. 

“The cervix and upper part of the vagina are 
then freed all around. The vagina is next com- 
pressed between two clamps at the level selected 
for its division, and divided between these with a 
cautery. 

“Tf the ureters have been resected, they must 
next be implanted in the bladder, which must be 
sufficiently freed from attached structures to allow 
the ureters to reach it without tension. The latter, 
with their peritoneal flaps, are drawn downward.” 

In giving operative mortality statistics for cancer 
of the uterus, the author did not quote Werheim’s 
latest reports showing remote results. 

The author in discussing the causes of ectopic 
gestation, presents his new and interesting theory 
advanced in 1895, namely: 

“He demonstrated the existence of the decidual 
reaction in the tubal mucosa in all cases of tubal 
pregnancy, and advanced the view that the fer- 
tilized ovum could develop only on tissue capable 
of undergoing a genetic reaction. Normally in the 
human female this reaction, occurring as the result 
of fertilization, takes place in the mucosa of the 
uterus. Its occasional occurrence in other por- 
tions derived from the Miillerian tract, that is, 
Fallopian tubes — is to be regarded as a reversion 
in these tissues to an earlier mammalian type, 
either in structure or in reaction tendency.” 

The chapter on Enteroptosis is interesting and 
timely. The author has a number of original 
suggestions for the treatment of this difficulty. 
It is one of the interesting chapters of the book. 

2. The work possesses a definiteness of asser- 
tion backed up by records of experience, and the 
author’s own pathologic illustration which stamps 
him and his book as reliable authority. 

3. The book is adequately and artistically illus- 
trated by excellent drawings and photographs. 

4. With its wealth of detail and its scientific 
facts, the book as before stated is interesting 
from a literary standpoint. Many strong medi- 
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cal writers are mere catalogue makers, recording 
their interesting facts without attempting to add to 
the joy or ease of the reader by framing them in an 
interesting style. Webster has a pleasing literary 
style. He is direct and forceful with an occasional 
suggestion of sentiment. Behind the microscope, 


the scalpel, and pen, you get a glimpse of a live 
The following quotation may be 
The author is speaking of 


personality. 
taken as an example. 
puberty: 

“Systemic Changes at Puberty: 
psychic and physical. 

‘“r, Psychic.— The character of the girl gradu- 
ally changes. Her tastes, which have hitherto been 
those of her young brothers, from whose general 
physical configuration her own does not greatly 
differ, now becomes greatly changed. The romp- 
ing, rollicking girl becomes shy and retiring; new 
desires and emotions take possession of her; 
womanly characteristics appear. Sex asserts itself. 


These are 


“*o. Physical— The breasts, pelvis, and neck* 


enlarge; hair develops over the pubes and in the 
armpits; the voice alters; the angular, gawky 
girl develops into a creature of graceful and sym- 
metric curves. The hitherto inactive and incapa- 
ble generative organs take on new activity. The 
body of the uterus rapidly increases in size; the 
ovaries expel ripened ova (this feature usually 
develops shortly before the other phenomena of 
puberty). A discharge of blood takes place from 
the genital passage — the menstrual flow. This 
occurs at intervals, and continues throughout 
sexual life.” 

It is always interesting to note what an author 
has attempted to accomplish in writing his book. 
This is what Webster gives as his aims: 

“1. To give prominence to the scientific basis of 
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each subject under consideration. For this pur- 
pose the most thorough attention has been given to 
modern researches in sectional and dissectional 
anatomy, histology, embryology, comparative anat- 
omy, pathology and bacteriology, in so far as they 
bear on diseases of women, and the author has 
included the chief facts collected by himself in 
original investigations carried on during the past 
sixteen years. : 

“2. To study clinical phenomena in their widest 
relationships. 

“3. To insist upon exercising caution in the 
adoption of therapeutic measures not yet thorough- 
ly tested, especially of certain ones which have, 
in recent years, been recklessly advocated. 

“‘4. To give emphasis to methods which have 
proved satisfactory in the author’s experience. 

The author has been modest in his aims because 
he has more than accomplished them. 

The book is published by Saunders & Com- 
pany and is an example of their best efforts, which 
is sufficient praise for any book-making. The 
following is the table of contents. 

Chapter I. Anatomy.—II. Puberty and Menstruation. 
—III. The Genital Tract in Relation to Micro-Organ- 
isms.—IV. Neuroses in Relation to Pelvic Diseases in 
Women.— V. Case-taking and Physical Examination.— 
VI. Minor Therapeutic Measures.— VII. Surgical Tech- 
nic.— VIII. Affections of Peritoneum and Cellular Tissue. 
— IX. Injuries and Displacements of Pelvic Floor.— 
X. Affections of the Vulva.— XI. Affections of the Vagina 
and Hymen.— XII. Affections of the Ovaries.— XIII. 
Affections of the Fallopian Tubes.— XIV. Malformations 
of the Uterus.— XV. Inflammation of the Uterus.— XVI. 
Displacements of the Uterus.—XVII. Fibromyoma Uteri.— 
XVIII. Other Affections of the Uterus.— XIX. Affections 
of the Urethra and Bladder.— XX. Certain Affections of 
the Rectum,— XXI. Ectopic Gestation — XXII. Appendi- 
citis in Relation to Pelvic Disease.— XXIII. Enteroptosis. 
— XXIV. Sterility in the Female. 





